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that the epileptic patient 


may enjoy fuller life 


DILANTIN SODIUM 


(diphenylhydantoin sodium, Parke-Davis) 


For patients with grand mal and psychomotor seizures, 


DILANTIN — alone or in combination — continues as an 
anticonvulsant of choice. Effective control of seizures, 
with resulting greater social acceptance and increased 
vocational opportunities, forecasts a fuller life for such 
DILANTIN has little or no hypnotic effect. 


patients. 


DILANTIN Sodium is supplied in a variety of forms — 
including Kapseals® of 0.03 Gm. (% gr.) 
and 0.1 Gm. (1% gr.) in bottles of 100 and 1,000. 


phensuximide I 


M i L O N I I N. Kapseals and Suspension 


For patients with petit mal epilepsy, a drug of choice in 
initiating treatment — with very few and mild side effects. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 
and 1,000; also available as MILONTIN Suspension 
(250 mg. per 4 cc.) in 16-ounce bottles. 


For patients with mixed grand mal—petit mal epilepsy, 
compatibility permits use of DILANTIN with MILONTIN. 
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because a diuretic 
_ should be able to control 
any degree of failur 
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PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 
01359 
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METRETON 2646 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, MerreTon 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin Cmfor stress 
suppost and for postulated effect on prolonging steroid action “0 Heller corticosteroid 
~original brand of prednisone...minimal electrolyte effects—Meticorten Heller 
histamine—unexcelled in potency and freedom from side effects—Cutor-Trimeton 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritic 
and contact dermatoses. 


formula: Each tablet of Metneton provides 2.5 mg. of Meticorten (prednisone), 2 mg. of 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Merreton Tablets, bottles of 30 and 100. 
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METRETON METRETON 


METICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


quickly clears nasal passages + avoids rebound engorgement and 
sympathomimetic side effects + safe even for cardiacs, hyperten- 
sives, children, pregnant patients ° 

Composition: Contains 2 mg. (0.2%) Mericorreone acetate (prednisolone acc- 


tate) and 3 mg. (0.3%) of Cutor-Trimeron gluconate (chlorprophenpyridamine | S c h erin 9g 
gluconate) in each cc. 


Packaging: 15 ce. plastic “squeeze” bottle, box of 1. METRETON 
Merreton,* brand of corticoid-antihistamine compound; Meticorten,* brand of prednisone; TABLETS 
MericorteLonz,® brand of prednisolone; Cutor-Trimeton,® brand of chlorprophenpyridamine 
preparations. *z.m. 
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MERCK SHARP DOHME 


DIVISION OF MERCK & CO., Inc. 


In name 
as well as 


in fact 


On August 1, 1956, Sharp & Dohme, the pharmaceutical and biological division of Merck & Co., Inc., 
adopts the name “Merck Sharp & Dohme” and a new trademark to reflect the teamwork which has 


already produced significant new medical products. « Developing modern medical products and making i 


them widely available requires teamwork of the highest order in research, production, and distribution. 


The desire to achieve this unity of effort prompted the merger of Merck & Co., Inc., and Sharp & Dohme, 


Inc., three years ago. «Merck Sharp & Dohme—combining in name as well as in fact the traditions and 


experience of two time-honored leaders in the medicinal field—offers bright promise for further advances 


in helping physicians conquer disease. 


MERCK SHARP & DOHME 
Pharmaceuticals + Biologicals 


Division of Merck & Co., INC: 
Philadelphia 1, Pa: 
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7 and inflammatory dermatos 25 


Meti-D 
rednisolone, free alcoho] 


topically — approxi 
milligram potency 


Ls 


Schering 


Meti-Derm 


ointment 


Schering 
METI- 
DERM 
cream 
0.5% 


Corporetien 


NOW, the extra assurance of 
Meti-steroid strength and safety 
in topical skin therapy 


cream 


with METICcoRTELONE, original brand of prednisolone 


arrests itch, diminishes erythema 
lessens edema, reduces scaling 


speeds healing in 


contact dermatitis — from plants (e.g., poison ivy, 
oak), drugs, scaps, cosmetics, fabrics. 


atopic dermatitis — allergic eczema, food eczema, 
infantile eczema, disseminated neurodermatitis, 
pruritus with lichenification. 


nonspecific pruritus of anus, vulva, scrotum. 


Formula: Each gram of Meti-Derm Cream contains 5 mg. (0.5%) of prednisolone, 
free alcohol, in a water-washable base. 


Meti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, and 
5 mg. (0.5%) neomycin sulfate equivalent to 3.5 mg. neomycin base. 


Packaging: Meti-Derm Cream, 0.5%, 10 Gm. tube. 
Meti-Derm Ointment with Neomycin, 10 Gm. tube. 


Meti-Derm,* brand of prednisolone topical. 
brand of prednisolone. 


MD-J-5-356 


4 
" 
; 
j 
| 

| 

Fal 


AUGUST, 1956 


COUNTY MEDICAL SOCIETIES 


IX 


COUNTY I RESIDENT ADDRESS SECRETARY ADDRESS 
R. E. Schnoebelen, M.D........ F. G. Meckfessel, M.D.......... Lewis 
Leavenworth. . ..P. S. Combs, M.D... P ...C. D. Voorhees, M.D... ... Leavenworth 
Meade-Seward........... O.5F. Prochaska, 05... H. E. Dittemore, M.D.......... Liberal 
Northwest Kansas....... Steichesi; J. Neuenschwander, M.D........ Hoxie 
Republic P. L. Beiderwell, M.D.......... Belleville 
C. E. Brown, M.D.,........... Stafford 


| 
| 
j : 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


NOW AVAILABLE.... 


to overcome speciiic 
infections that do 
not respond to any 
other 


& 
antibiotic .cece 
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REFERENCES:. 


AUGUST, 1950 


opay’s resistant pathogens are the tough survivors of 
¥, dozen widely-used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris, produce infections which have been re- 
sistant to a// clinically useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘CarHomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories,’ is now 
available. 

SPECTRUM —‘Catuomycin’ has also been shown 
to be active against other organisms including—D. pneu- 
moniae, N. intracellularis, S. pyogenes, 8. viridans and H. 
pertussis, but clinical evidence must be further evaluated 
before ‘CarHomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CartHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.” 

TOLERANCE—‘Catuomycin’ is generally well tolerated by 
most patients, 568-9. 10.11 


(Crystalline Sodium Novobiocin, Merck) 


ABSORPTION—‘CatHomycin’ is readily absorbed, and 
oral dosage produces significant blood and tissue levels 
which persist for at least 12 hours.” 

INDICATIONS: Clinically ‘CarHomyctin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 


lococcus and infections caused by susceptible strains of 


Proteus 11, 12,1314 Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate postoperative courses. 
DOSAGE: Four capsules (one gram) initially and then two 
capsules (500 mg.) twice daily. 

SUPPLIED: ‘CatHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
“CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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| = 

. 

} : 

| 


TRICHOMONAS 


MONILIA 
BACTERIA 
of welcome clinical advance... 


effective medication 


in an appealing form 


Soft and pliant ad ) the Milibis vaginal suppository offers proved therapeutic 
icle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 


4 non-staining qualities eliminates psychic barriers which often interrupt 
® longer treatments before complete cure. 
ge M Vaginal Suppositories | 
Supplied: boxes of 10 


*97 per cent effective in a study of 564 cases; 
94 per cent effective in a series of 510 cases. 


LABORATORIES 
New York 18, N.Y. 
Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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The Importance of 


Rescinnamine in 


The Original Alseroxylon Fraction of India-Grown Rauwolfia Serpentina, Benth 


The isolation of rescinnamine,' another potent alkaloid in Rauwolfia 
serpentina, has substantiated two important points: 


A—It discredits the erroneous opinion that reserpine is the sole 
active principle of Rauwolfia;? 


B—It helps to define the advantages of Rauwiloid, the alseroxy- 
| lon fraction of Rauwolfia serpentina, which presents desirable 
alkaloids® of the Rauwolfia plant (among them reserpine and 


j rescinnamine) but is freed from undesirable alkaloids and the 
| dross of the crude root. 


Pharmacologic and clinical evaluation has shown rescinnamine to 
be similar to reserpine in antihypertensive activity, but to be con- 


siderably less sedative and much less apt to lead to lethargy and 
mental depression.* 


The interaction of reserpine, rescinnamine, and 
other contained alkaloids may well account for 
the balanced and desirable clinical behavior of 


ana Keller, Fi Rauwiloid. 
J. Am. Cawthornes cal The dosage of Rauwiloid is simple and defi- 
Cronheim, J.: Alkaloid nite: Merely two 2 mg. tablets at bedtime. 
M.L., a jnnami a proc. Soc. e uffi 
Toekes, For maintenance, one tablet usually suffices. 
iol. in, Re- 
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5. Smirk, F-H.. Reserpine $6) 1005. 


broadens benefits 
py, rapid control of allergic sneezing, lacrimation, masal 
congestion; relief of pruritus, edema and erythema 
© up to 5 times more effective than oral hydrocortisone, 
milligram for milligram 


narrows side effects 
* minimizes incidence of fluid and electrolyte disturbance 
¢ dictary regulation usually unnecessary 


lengthens established gains 
* permits a smoother, undisturbed regimen 
+ extends and maintains benefits to more patients 
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(PREDNISONE ) 


for outstanding hormonal control 


with minimal electrolyte disturbances 


in hay fever and other respiratory allergies, 
contact dermatitis and allergic eczemas, 
drug and other allergic reactions, 
allergic and inflammatory eye disorders 


METICORTEN,* brand of prednisone. *T.M. 
1, 2.5 and 5 mg. tablets. Mc-3-3086 


nd other difficult allergies... 


METICORTEN 


PREDNISONE 


= 
i 
i 
i 


XVI THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


prevents postpartum hemorrhage 


speeds uterine involution 


‘Ergotrate Maleate’ 


(ERGONOVINE MALEATE, LILLY) 
- » - produces rapid and sustained contraction of the postpartum uterus 


‘Ergotrate Maleate’ almost completely eliminates the in- 
cidence of postpartum hemorrhage due to uterine atony. 
Administered during the puerperium, ‘Ergotrate Maleate’ 
increases the rate, extent, and regularity of uterine invo- 
lution; decreases the amount and sanguineous character 
of the lochia; and decreases puerperal morbidity due to 


Supplied: uterine infection. 
j Ampoules of DOSAGE: Generally, 0.2 to 0.4 mg. I.V. or I.M. immediately follow- 
0.2 mg. in 1 cc. ing delivery of placenta. Thereafter, 0.2 to 0.4 mg. three or four 


Tablets of 0.2 mg. times daily for two weeks. 


SC» ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
650004 
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Rehabilitation 


Restoration of Function after Fractures Is an Important and 
Sometimes Neglected Feature of Their Treatment 


CHARLES R. ROMBOLD, M.D., Wichita 


There are certain fractures other than those of the 
long bones which are frequent and which have a high 
potentiality of complications, a result of the physi- 
ology of the bone fracture, a mistake in diagnosis, 
or the inadequacy of treatment. These are fractures 
of the femoral neck, the carpal scaphoid, and the 
tarsal astragalar neck. Nonunion in these areas may 
occur even when both of the bone segments are viable 
and are capable of osteoblastic activity. 

Besides nonunion another complication in these 
fractures is aseptic necrosis of the femoral head, of 
one of the scaphoid fragments, or of the body of 
the astragalus. Nonunion and aseptic necrosis in 
these fractures are a result of circulatory failure pro- 
duced by the traumatic severance of the principal 
blood supply of the segment involved. If the blood 
supply is to be re-established, prompt reduction and 
competent immobilization of the fracture must be 
instituted. 

Correct early diagnosis and prompt adequate treat- 
ment of these fractures has accomplished much in 
decreasing the frequency of nonunion and aseptic ne- 
crosis. It certainly is to be admitted that nonunion or 
aseptic necrosis may occur in these fractures even 
after there has been administered what we now con- 
sider to be the best possible care. Further improve- 
ment in the techniques of our treatment will further 
reduce the complication. 

After nonunion or aseptic necrosis has occurred, it 
is possible that circulation can be re-established in 
these areas by a successful bone graft. However, the 
chance of re-establishing an adequate circulation in 
the necrotic area is minimal and requires many 


467 


months of time, and the possibility of obtaining a 
good result is further diminished by a probable col- 
lapse of the contour of the necrotic area while await- 
ing re-establishment of the circulation. Therefore, 
other means have been sought for and found to re- 


This is Part II of a four-part series. 
Part I appeared in the July issue of the 
Journal, Part II will be published in 
September, and Part IV will be printed 
in October. 


habilitate persons with these special fractures com- 
plicated by nonunion and aseptic necrosis. 

Treatment of complications of fractures of the fem- 
oral neck dates back to the introduction of surgery 
in orthopedics. There probably are as many opera- 
tions described in the literature of the past for treat- 
ment of this condition as there are vitamin medica- 
tions available now. It is interesting to note how 
many birth announcements of new operations of all 
kinds one reads but how few demises of operations 
are recorded. Certainly the failure to record the de- 
mise of an operative procedure should elicit more 
censure than the announcement of a new one de- 
serves acclaim. It is more fitting to pay respect in a 
requiem to an operation which has served its purpose 
and died than to welcome one newly born which has 
yet to prove its mettle. 

Of the many procedures proposed to rehabilitate 
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the complication of nonunion or aseptic necrosis in 
fractured femoral necks, only two now are usually 
considered—hip fusion or the use of a hip prosthesis. 
The choice of procedure here depends on many fac- 
tors, each operation having advantages for classes of 
individuals and occupations. 

The advantage of hip fusion is that it provides a 
completely dependable, painless, effective extremity 
for ambulation and work. The disadvantages of hip 
fusion are the long period of postoperative conva- 
lescence, the long period of immobilization which fre- 
quently results in limited knee motion, the frequent 
failure of fusion requiring re-operation, the difficulty 
of dressing the foot after fusion, and the somewhat 
greater clumsiness of sitting and walking. 

The advantages of a hip prosthesis over a hip 
fusion are the lessened limp, the greater mobility in 
sitting, the ease of foot toilet, and the short convales- 
cence and immobilization. The disadvantages are the 
less assurance of complete relief of pain and occa- 
sional residual weakness. 

Probably the wiser procedure is a fusion for those 
younger individuals whose functional requirements 
are for long periods of heavy work. On the other 
hand, a prosthetic device is the method of choice for 
older people or those younger ones whose occupations 
and avocations are sedentary. 

A prosthetic device can be applied in an appropri- 
ate case with little more operative trauma than that 
which results from the nailing of a fractured hip. In 
these days of modern anesthesia and operative care, 
it is a rare case of hip fracture that is not amenable 
to the nailing operation. Therefore, even in an elder- 
ly patient a nonunion of a hip fracture or an aseptic 
necrosis need not condemn him to a wheel chair or 
crutches for the balance of his life. 

The type of prosthesis used in a case of nonunion 
of a femoral neck fracture depends upon the length 
of the neck remaining. If the fracture has occurred 
close to the head of the femur, nonunion is frequent. 
Occasionally the absorption of the neck is minimal, 
leaving sufficient length of the neck to utilize for a 
cup arthroplasty. Much more frequently, however, 
an entire new neck of the femur must be supplied 
because of its absorption in the nonunion process. In 
these cases a prosthesis is required which will supply 
not only a head to replace the ununited head but also 
a neck to replace the absorbed neck as well. After 
one of these has been. introduced, frequently no post- 
operative immobilization is required, and the patient 
may be ambulatory and partially weight bearing in 
10 to 14 days. Results have been sufficiently satis- 
factory with the use of mechanically sound prostheses 
that some orthopedic surgeons advocate the use of 
prostheses in acute hip fractures, particularly when 
the fracture is in the vulnerable area. 


We have used several types of replacement pros- 
theses with variable results. Because some of the early 
poor results were due to reaction to nylon, we dis- 
carded that early. The simple heads attached to trans- 
fixing nails were discarded because of their instability. 
Now we use only those with a long intramedullary 
broach which firmly immobilizes the prosthesis, and 
with a collar which, seated on the shaft, carries the 
weight. 

Aseptic necrosis of the femoral head may accom- 
pany a nonunion or be a late complication, appearing 
months or years before the fracture has united. This 
complication may be as painful and as disabling as a 
failure of union of the fracture, and it may require 
as much support for ambulation. Definitive treatment, 
if advisable, may be either a cup arthroplasty or a 
replacement prosthesis, or a hip fusion. Occasionally 
the necrotic area involves such a large proportion of 
the neck that a replacement prosthesis is required to 
supply a femoral neck. 

If a hip fusion operation is the advisable solution 
to this problem, internal fixation again may be the 
means of saving weeks or months of cast immobiliza- 
tion. We have used several methods of fixing the 
femur to the pelvis—by plates extending along the 
ilium and femur, by means of a Blount plate, and 
by huge screws transfixing the pelvis and the femur. 
None of these procedures has proved altogether satis- 
factory, but each has been helpful in achieving earlier 
union by increasing the femoral-iliac fixation. 


NONUNION SCAPHOID 


Incidence of nonunion of fractures of the carpal 
scaphoid has been reduced in recent years by early 
recognition of the fracture. Nonunions can be further 
reduced by considering all wrist sprains as scaphoid 
fractures until proved otherwise by successive x-rays 
over at least a two-week period. After the diagnosis 
has been made, occasional cases require exceptionally 
long immobilization in the proper position, even for 
months, to achieve union. 

Nonunion of a fractured carpal scaphoid with the 
usually associated avascular aseptic necrosis of one or 
both fragments frequently constitutes a severe handi- 
cap, particularly to a laborer. Pain and weakness may 
be sufficient to prevent the use of the hand in manual 
skills, such as use of a hammer, wrench, screw driver, 
etc., and even eliminate such functions as pushing, 
wringing, or turning. Because of the long time re- 
quired for successful bone grafting of this nonunion 
(often 12 to 24 months), the frequent failure of the 
aseptic portion of the scaphoid to regain vitality after 
grafting, and the almost invariable late development 
of hypertrophic arthritis, wrist fusion becomes the 
procedure of choice. A wrist fused in the position of 
function results in minimal disability and interferes 
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practically not at all in any of the manual functions 
requiring either strength or dexterity. The shorter, 
surer convalescence and the strong extremity acquired 
by fusion are advantages which outweigh the possible 
retention of wrist motion resulting from grafting the 
scaphoid. 

The procedure is accomplished by denuding the 
posterior surface of the radius and proximal carpal 
bones. A transplant of a strip of cortico-cancellous 
ilium is cut so that it will provide an extension of 
the wrist at about 30 degrees. This graft is held in 
position by screws in the radius and in the scaphoid, 
and a cast is applied for two, or possibly three, 
months. Great care should be exercised in this pro- 
cedure to prevent any involvement of the distal radio- 
ulnar joint which would effect a loss of pronation 
and supination. 


NONUNION ASTRAGALUS 


A failure of union of the astragalus fracture re- 
quires an ankle fusion, a large area of contact of 
cancellous bone of the tibia and astragalus supplying 
sufficient circulation to vivify the astragalar body if 
the necrosis is not too extensive. If the astragalus is 
severely necrotic, the best choice is to fuse the tibia 
to the os Calcis after the removal of the astragalus. The 
ununited but vital head and neck of the astragalus is 
fused to the anterior surface of the tibia and the body 
to the inferior surface. This results of course in short- 
ening the leg three-fourths of an inch but in an ef- 
fective weight bearing member. 


NONUNION OF PATELLA 


Nonunion of patellar fractures, if they cause dis- 
ability, usually presents the problem of mechanical 
inadequacy rather than disability because of pain. 
Frequently even with nonunion of the patella there 
is neither significant weakness nor pain, and those 
fortunate cases may be disregarded. However, if the 
power of the quadriceps cannot be delivered to the 
tibia because of the defect in the extensor apparatus 
after fracture, the knee is undependable for walking 
and ineffective for climbing, lifting, running, etc. 
This is a serious handicap. 

The procedure recommended to re-establish ade- 
quate function will depend upon the defect. If there 
are numerous areas of nonunion, all of the patella 
should be resected and the area from which it has 
been removed reinforced with a facial or tendon graft. 
Reinforcement may easily be obtained by a flap of 
quadriceps tendon which may be dissected from its 
muscular attachment and turned down distally to be 
imbricated into the patellar ligament. Occasionally 
only the distal pole of the patella requires resection 
with a similar graft replacement. When the patella 
lies in two large fragments, however, it is best re- 


paired by freshening its surfaces, carefully aligning 
them, and maintaining their apposition by wire or 
similar internal fixation. 


NONUNION OF VERTEBRAL PROCESSES 


Nonunion of fractures of spinous processes or lat- 
eral processes of the vertebrae are of themselves of 
no clinical significance. If they are associated with 
other vertebral or disc pathology, it may be this which 
causes the symptoms but not the spinous process non- 
union. In compensation cases where most symptoms 
of nonunion in these areas arise, a cure is obtained 
magically by the application of a heavy greenback 
poultice, and the poultice is immeasurably more ef- 
fective than surgery or a brace. 


MALUNION 


Any fracture which unites without retaining the 
alignment and length normal for that bone is con- 
sidered a malunion. The functional defect from mal- 
union may vary from one which is negligible to one 
which is completely disabling. To enable a physician 
to properly advise his patient, the various factors 
mentioned in the introduction must be more carefully 
evaluated in this than in any other situation. To cor- 
rect a malunion, a surgical procedure usually is re- 
quired, and the value of the corrected result must be 
carefully considered before the patient is advised to 
accept the procedure. The problems presented by 
malunion are so varied that they cannot be considered 
as a whole but oniy singly as presented by each indi- 
vidual situation. 

In the upper extzemity, malunions of the clavicle 
and of the humerus, except at the elbow joint, rarely 
offer a problem except an aesthetic one; function and 
comfort are rarely implicated. Even in the elbow a 
large percentage of the range of flexion and extension 
may be lost and the result be of little functional con- 
sequence providing the remaining range is painless 
and that the loss is at the extremes of the ranges. 
Even an elbow fused in good functional position, 
which is any place between 80 and 135 degrees, re- 
sults in little disability providing pronation and supi- 
nation are not also materially lost. Therefore the 
mere decrease in the range of elbow motion second- 
ary to a malunion of the bone constituents does not 
suggest correction providing any position between 80 
and 135 degrees can be achieved. If extension is 
limited to less than 80 degrees, or if flexion is limited 
to less than 135 degrees, osteotomy of the involved 
bones may offer a marked improvement in function 
and appearance and may be a procedure of choice. 

Loss of pronation or supination of the forearm 
may result from cross union between the radius and 
the ulna, from an angulation in fractures of their 
shafts, or from a disorganization of either the proxi- 
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mal or the distal radio-ulnar joints. The solution of 
this problem definitely is influenced by the location 
of the pathology and by whether the hand is in the 
functional pronated position or in supination. 

The resection of a bone bridge between the radius 
and the ulna is a mechanically feasible operative pro- 
cedure. However, the end results of such a resection 
usually are poor. The operation should be recom- 
mended only in exceptional patients such as typists, 
musicians, etc., whose occupations require dexterity 
in their forearms, in which a certain position of the 
forearm is mandatory and cannot be acquired by 
compensating at the shoulder. A guarded assurance of 
gaining rotatory motion may also lighten the burden 
of failure. 

When an angulation of the shafts of the radius 
and ulna prevents rotatory movement in the forearm, 
again a major surgical procedure is required to regain 
movement. Osteotomy of one or both bones, with 
internal fixation in the corrected position, with ac- 
companying risk of nonunion, is a formidable pro- 
cedure; as one grows older in bone surgery, it seems 
to be a much less desirable undertaking than it did 
in orthopedic childhood. 

On the other hand, if the malalignment exists in 
either of the radio-ulnar articulations, the procedure 
is minimal. A resection of the head of the involved 
radius or ulna constitutes minimal surgery with maxi- 
mal results. This is particularly true in Colles’ frac- 
tures which have healed with shortening of the radius 
and in radial deviation. Pronation and supination fre- 
quently are reduced by 75 per cent in these cases. Us- 
ualiy rotation can be completely restored by the re- 
section of the relatively afunctional distal end of the 
ulna. At the same time a gratifying aesthetic improve- 
ment is obtained, and frequently the patient is more 
appreciative of the improved appearance than of the 
increased function. 

One of the early cases in which we performed this 
operation so dramatized it that we have never for- 
gotten the advantage of the procedure. This bridge- 
playing dowager consecrated to short sleeves, travel- 
ing in the local 400, united her Colles’ fracture, in 
spite of my best efforts and to my dismay, in radial 
deviation and shortening. Her objectionable deformi- 
ty, especially exposed by her short sleeves and em- 
phasized by her obvious clumsiness in dealing her 
cards, initiated card table conversation which was 
hardly complimentary to me, her physician. However, 
about two years later she had what was for both of 
us an opportune injury. She fractured her ulna in its 
distal end at a most appropriate location. Upon re- 
section of the small distal portion, without even the 
necessity of chiseling it, she regained complete motion 


in pronation and supination and recovered a lovely 
outline of her wrist. 

Resection of the head of the radius after union in 
malposition likewise gives maximal results with mini- 
mal surgery and is usually advisable. One important 
point to be considered is the timing. It is pretty well 
established that surgery in this area, in the period 
between one and five weeks after the injury, increases 
the tendency to production of myositis ossificans ; 
therefore, the operation should be performed either 
before or after this period. 

Another and extremely important factor to be con- 
sidered is the radial nerve which winds about the neck 
of the radius. A division of the radial nerve results 
in the entire loss of active extension of the wrist and 
of the fingers. A loss of the extensor power of the 
wrist and fingers is a terrific price to pay for prona- 
tion and supination of the forearm. However, if the 
dissection is careful and accurate and only the head 
of the radius is removed, there need be little fear of 
radial nerve injury. The osteotomy need only result 
in the total removal of the radial head with a mini- 
mum of the neck of the radius, and this can be 
achieved with little probability of radial nerve com- 
plications. 

Even though we are dealing with fracture reha- 
bilitation, I wish to make a special point of a dislo- 
cation which frequently complicates a wrist fracture 
and which is frequently missed in the diagnosis. With 
a fracture of the carpal scaphoid there may be a dis- 
location of the semiluna: into the flexor surface of 
the forearm. With every suspected fracture of the 
scaphoid, carefully examine the x-ray to ascertain 
that the semilunar and scaphoid hollow is filled with 
the magnum bulge. Clinically this complication must 
be suspected if there is paraesthesia in the median 
nerve distribution or an unusual interference with the 
function of the flexor tendon. If diagnosed early, it 
frequently may be reduced by manipulation. If rec- 
ognized late, it always requires surgical reduction, 
and even its late reduction results in a consider- 
able improvement in wrist and hand function. 


MALUNION IN LOWER EXTREMITIES 


Fractures united in malposition in the lower ex- 
tremities constitute an almost totally different prob- 
lem than similar malunions in the upper extremity. 
To a large extent mobility, which is the primary 
function of the upper extremity, can be accommo- 
dated, if decreased, by substitution of motion 
through some other upper extremity joint. In the 
lower extremity, however, where weight bearing rath- 
er than dexterity is the primary function, the me- 
chanical problem of weight transference constitutes 
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the most important factor. This problem of trans- 
ference of weight is further complicated by the ne- 
cessity of its being accomplished through movable 
joints. Wear results if the two movable parts of a 
machine fail to fit perfectly or if the pressure is 
greater in one area than in another. This is equally 
true in a leg built for weight bearing, though un- 
fortunately this machine contains the additional at- 
tribute of pain. Therefore the alignment which de- 
termines the weight flow through a fractured lower 
extremity may be of considerably greater importance 
than the alignment of an upper. 

Acetabular fractures, unless they are simple and 
have been completely reduced, often give a painful 
and disabling result. Many of these bad results be- 
come apparent late, with the production of a hyper- 
trophic arthritis following years of wear of incon- 
gruous surfaces. The resultant pain and disability 
frequently require surgical correction by either a cup 
arthroplasty or a fusion of the joint. 

While we are discussing acetabular fractures, I wish 
to make a point of the treatment and also of reading 
the x-ray in the fresh posterior lip fracture of the 
acetabulum complicated by a posterior dislocation of 
the femoral head. Immediate reduction of the hip 
without arly delay is essential to preserve circulation 
in the head of the femur. If the reduction is not im- 
mediate and complete, aseptic necrosis of the femoral 
head is almost a certain sequela. I believe that infre- 
quently will simple skin traction or even skeletal trac- 
tion reduce the dislocation of the hip. Almost invari- 
ably after length has been obtained, manipulation is 
required to force the head of the femur forward to 
seat it under the roof of the acetabulum. These pa- 
tients are best treated, therefore, by an immediate 
reduction of the dislocated femoral head. This prompt 
reduction will probably preserve circulation to the 
femoral head. Even after the hip has been reduced, 
rarely will the posterior lip of the acetabulum fall 
into place. It will remain posterior and proximal, re- 
sulting in an eccentric acetabulum and an unstable 
hip. Then an early surgical reduction of the posterior 
lip with its maintenance by internal fixation can be 
done days later if necessary. 

Healing of an intertrochanteric fracture of a femur 
with the neck in varus, as so frequently occurs, may 
result in as much as two inches shortening and a pro- 
nounced Trendelenberg limp. The shortening can be 
easily accommodated by a high soled shoe. Though 
all of the limp cannot be eradicated by this simple 
measure, it usually satisfies the patient’s requirements. 
Occasionally there is indicated in a younger person 
an intertrochanteric osteotomy, reproducing the origi- 
nal fracture, then nailing it with the neck in corrected 


alignment with the femoral shaft. This procedure 
requires a traction apparatus such as a well leg trac- 
tion splint—not only to obtain length at the time of 
operation but to relieve the internal fixation of strain 
for a considerable period of time postoperatively. 

Occasionally sufficient angulation occurs in a healed 
fracture of the lower extremity that great stress is 
thrown through either the knee or the ankle or both, 
Pain results from abnormal tension on the ligaments 
of the knee or ankle on the convex side of the angu- 
lated extremity each time weight is borne. Eventually 
sufficient stretching of the ligaments occurs to allow 
actual mechanical instability of the joint. Occasionally 
the joint becomes so unstable that it may require a 
brace to maintain its competence. 

There is another factor productive of pain in these 
unstable joints aside from ligament strain. In the 
perfectly aligned joint, weight is transferred from 
one bone to another through a plane at right angles 
to the long axis of the leg. If the bone is angulated, 
however, weight is transferred through a point rather 
than through a plane. At this site of abnormal pres- 
sure wear occurs, and a secondary painful hypertro- 
phic arthritis develops gradually over years of func- 
tion. 

A minimal angulation at the knee may be accepted, 
but I am unable to state in degrees how much of an 
angulation is possible without serious sequellae. In- 
cidentally, I have found no author sufficiently brave, 
experienced, or willing to state dogmatically to what 
degree of angulation a leg, a knee, or an ankle will 
accommodate. I have felt, however, that if the plane 
of the joint was more than 15 degrees off perpen- 
dicular to the long axis of the leg, it was incompatible 
with a long range good result. Unfortunately, if the 
surgeon waits for symptoms to develop in the knee 
or ankle before correcting the angulation, he prob- 
ably has waited too long for a correcting osteotomy 
to give a satisfactory result. It is the old story of 
locking the barn after the horse has been stolen. In 
those long standing cases where symptoms and dis- 
ability indicate the need of correction, fusion of the 
knee or ankle is probably the best approach, though 
an osteotomy to reproduce adequate alignment may 
be beneficial. 

Occasionally the articular surface of the femur or 
of either the proximal or distal articulation of the 
tibia is so thoroughly comminuted that a grossly ir- 
regular, incongruous weight bearing surface is pre- 
sented to the bone with which it articulates. Little 
can be done for these patients except fusion of the 
joint. Fusion of the ankle can be accepted with equa- 
nimity because the result is functionally and aestheti- 
cally excellent. The only difficulty these people have 
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is walking on inclines or barefoot, and even that is 
minimal. We have found the best position of the 
foot in an ankle fusion is at 90 degrees to the long 
axis of the leg. Even slightly less than 90 degrees, 
particularly in a male, is an excellent position and 
allows greater freedom of gait barefoot. In a lady 
with higher heeled shoes as much as 100 degrees 
may be allowed. 

It has been thought in the past that an ankle fusion 
required many months of time to become solid. That 
has been true, at least in part, because of the usual 
postoperative immobilization. The usual cast acted 
as a traction apparatus similar to a hanging cast used 
in the treatment of a fractured humerus. Even in a 
long leg cast with the knee flexed, some distraction 
occurred, This distracting force of the immobilizing 
cast resulted in delayed fusion or no fusion and can 
be simply obviated by anchoring the cast to a Stein- 
mann pin transfixing the tibia. With this type of im- 
mobilization, union may be expected to be sufficiently 
advanced in two months to allow removal of the cast, 
though probably weight bearing should be delayed 
another month or two. 

Fusion of the knee cannot be undertaken as airily 
as fusion of the ankle because an immovable knee 
results in a cumbersome, clumsy, and conspicuous 
extremity. A fused knee of course is superior to 
crutches, braces, disabling pain, or instability and is 
a welcome relief from these situations. On the other 
hand, a knee fused in adequate extension to be truly 
serviceable is unwieldy in sitting (as in a show or 
driving a car), necessitates leading with one leg on 
stairs, and results in a limp which cannot be concealed. 
Knee fusions similar to ankle fusions have in the 
past required long postoperative immobilization. Re- 
cently, however, with the advent of forceful coapta- 
tion, the healing period has been markedly shortened. 
After the surgical procedure has been performed, 
Steinmann pins transfix the femur and tibia, protrud- 
ing widely from each side. After the cast has been 
applied, slots are cut in its long axis in the interval 
between the pins. Turnbuckles are attached to each 


pin in such a manner that by tightening them con- 
stant coapting pressure can be maintained between 
the tibia and the femur. By this procedure the heal- 
ing time may be contracted to six to eight weeks. 

One of the most frequent painful and disabling 
fractures with about the highest percentage of poor 
results is the fracture of the os calcis. I am just be- 
ginning to discern, however, that probably about as 
large a proportion of the residual disabling symptoms 
are secondary to the usual treatment as are a result 
of the fracture itself. Generalized painful, limited 
motion throughout the foot, though occasionally 
caused by post-traumatic dystrophy, is due most fre- 
quently to a long period of cast immobilization. Long 
immobilization is unnecessary because there are no 
extrinsic or intrinsic deforming factors in a fracture 
of the os calcis so long as it is unweighted. A cast 
applied after reduction induces stiffness and soreness 
without offering any compensatory value. The second 
factor in a calcaneal fracture disability is the invari- 
able incongruity in at least one of the three weight 
bearing planes of the astragalocalcaneal articulations. 
The third factor is the frequently present impinge- 
ment of the peroneal tendons or the lateral malleolus 
by the extruded fragments of the comminuted body 
of the os calcis. 

Fusion of the os calcis to the astragalus by removal 
of the remaining articular surfaces and packing the 
area firmly with cancellous bone gives good results, 
though frequently less than anticipated. Certainly our 
results have been improved recently since we have 
ceased immobilizing these feet with casts postopera- 
tively. Another improvement in postoperative results 
has eventuated from our stapling or screwing the op- 
erated bones together, maintaining close contact of 
the denuded surfaces. Considering the usual improve- 
ment in function and comfort of the foot, particularly 
in young men, the fusion operation can be recom- 
mended. 

The Wichita Clinic 
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responsibility in giving them expression. 


If we are to become the masters of science, not its slaves, we must learn to use its 
immense power to good purpose. The machine itself has neither mind nor soul nor moral 
sense. Only man has been endowed with these godlike attributes. Every age has its 
destined duty. Ours is to nurture an awareness of those divine attributes and a sense of 


—David Sarnoff 
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Pulmonary Problems in an Aging Population 


MARTIN J. FITZPATRICK, M.D., Kansas City, Kansas 


Within recent decades there has been a steady and 
gratifying increase in the life span of human beings 
of our civilization. This phenomenon has had a defi- 
nite effect on such diverse fields as education, hous- 
ing, politics, merchandising, and even entertainment. 
The specialty of pulmonary disease has also felt the 
impact of this evolution. The passing years have seen 
significant changes in problems posed by infectious, 
degenerative, and neoplastic diseases of the lungs. 
There is reason to believe that this changing spectrum 
of pulmonary pathology will continue on into the 
future, since the major problems outlined in this re- 
port have not been brought under control. 

Tuberculosis has undergone an interesting evolu- 
tion in the past half century. In this period we have 
experienced a gratifying decline in mortality from 
this disease, which has dislodged it from its former 
spot as the number one killer of our people. Along 
with this falling mortality curve there has been a 
lesser decline in morbidity, or prevalence of infec- 
tion, in our communities. Figure 1 demonstrates that 
in the 40-year period, 1916-1955, the falling tuber- 
culosis mortality and morbidity curves in the state of 
Kansas have been almost parallel. During this period 
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TUBERCULOSIS CASE AND DEATH RATES 
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Figure i. Tuberculosis mortality and morbidity in 
Kansas, 1916-1955. 


Kansas has consistently had one of the lowest tuber- 
culosis rates in the nation. A third change in the 
recent spectrum of tuberculous infection has been 
the gradual reduction in case and mortality rates in 
younger age groups and the growing problem of 
latent pulmonary tuberculosis in the aged. 


The decline in tuberculosis mortality 
and morbidity has been accompanied by 
a shifting spectrum of infection. Ther- 
apy of latent tuberculous infection in 
the aging population is discussed. The 
rising incidence of chronic bronchitis 
and resultant crippling from pulmo- 
nary emphysema poses a problem to be 
solved, along with a rise in the number 
of primary pulmonary tumors. Two 
cases are reported to show the difficulty 
of diagnosis and treatment. 


That this phenomenon had its start before the 
current era of antimicrobial drug therapy is demon- 
strated by the data in Figure 2. In this 40-yzar period 
there was a gratifying reduction in infant mortality 


EVOLUTION OF TUBERCULOSIS MORTALITY 
PRECEDING CHEMOTHERAPY 
(UNITED STATES CENSUS BUREAU STATISTICS) 
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Figure 2. Shifting age groups in tuberculosis mortal- 
ity, 1900-1940. 
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DEATH RATES FOR TUBERCULOSIS (ALL FORMS) 
BY AGE, RACE AND SEX: UNITED STATES,I949 
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Figure 3. Tuberculosis mortality in United States in 
1949 by age, race, and sex. 


and in deaths from tuberculosis in the younger adult 
age groups. The curve of 1940 demonstrates an almost 
linear relationship between age and mortality in the 
older age groups. 

However, Figure 3 suggests that on the national 
level racial differences are still significant in consid- 
ering mortality from the disease, regardless of the 
shifting age picture of infection. To the young adult 
Negro in the United States tuberculosis is still a 
gtave problem. The marked change in age distribu- 
tion of lethal disease in the white population has 
made tuberculosis more a problem among older 
adults, particularly males. 

Turning back to the state of Kansas, Figure 4* 
shows that in 1954 most new cases reported were 
concentrated between the ages of 20 and 70, with 


* Data for Figures 1, 4 and 5 contributed by the Kansas 
Tuberculosis and Health Association. 


TUBERCULOSIS CASES REPORTED 
BY AGE GROUP AND SEX 
KANSAS, 1954 


Figure 4. New tuberculosis cases reported in Kansas 
in 1954 by age distribution and sex. 


males predominating. Figure 5 points out the prob- 
lem of treating tuberculosis in this elderly group of 
patients. Most deaths were in patients over the age 
of 40. Most were male patients. 

Medlar' has shown that in city populations the 
progressive reinfection lesion accounts for most 
deaths in patients over 50 years of age. It is this 
problem of recurring tuberculous infection that is 
encountered clinically in the aging population today. 
It would appear that the factor of increased exposure 
to infection does not adequately explain this picture, 
since older people tend to withdraw from active con- 
tact with others. In a sense, this group already repre- 
sents the selected remnant of a generation from 
which the more susceptible members have been te- 
moved by death from tuberculosis or other diseases. 

The fact that active pulmonary tuberculosis in 


_ NUMBER OF TUBERCULOSIS DEATHS 


BY SEX AND AGE GROUP 
KANSAS, 1954 


Figure 5. Tuberculosis mortality in Kansas for 1954 
by age distribution and sex. 


older individuals often runs a chronic and frequently 
asymptomatic course has led to the statement that the 
disease at this age is a more benign affair. The high 
mortality rate in patients over 40, demonstrated in 
Figure 5, shows that this concept is erroneous. The 
studies of Medlar would tend to further refute this 
idea. In a painstaking study of the pathology of this 
disease spread over many years, he was often struck 
by the similarity of the picture of tuberculous infec- 
tion in persons in the seventh decade of life to others 
in the third decade of life.? 

In other studies Rich, among others, demonstrated 
that miliary tuberculosis, a characteristic of the body 
with deficient resistance, tends. to complicate pulmo- 
nary tuberculosis more in old age than in any other 
period of adult life. Thus it would appear that in 
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older people what is frequently taken for a more 
benign form of disease actually represents a failure 
of the host to respond constitutionally to the stimulus 
of a progressive and fatal infection. This is not so 
much a function of the tubercle bacillus as it is of 
the aging host, as has been repeatedly described in 
other illnesses. The fever and abdominal pain of 
acute peritonitis are often masked in the elderly pa- 
tient, and only too late is the severity of the abdomi- 
nal catastrophe realized. 

It has been suggested that the increased mortality 
rate in older tuberculous patients is due to a general, 
non-specific depression of resistance to infection.® 
Among other contributing factors, the loss of appe- 
tite and teeth, and often an inadequate nutritional 
intake, have been emphasized. The unfavorable ef- 
fects of diabetes on resistance to tuberculosis are 
well known and are enhanced by the increased preva- 
lence of this metabolic disturbance in old age. 

Other diseases often accompanying the aging proc- 
ess, such as hypertension, arteriosclerosis, or malig- 
nancy, may add to the difficulty of controlling tuber- 
culosis in an individual with resistance to the infec- 
tion already diminished. It is frequently impossible 
to bring tuberculous disease in these individuals to 
the inactive state, and we may have to be content with 
a compromise. The patient approaching the end of 
an active and full life is sometimes reluctant to sub- 
mit to a plan of treatment that is often more appro- 
priate for the younger individual. He frequently 
doesn’t do well in what to him seems the cold and 
impersonal world of the hospital or sanatorium and 
often seems to respond better to a program of ther- 
apy at home among familiar faces and surroundings. 
This can only be achieved where the home situation 
is a favorable one and precludes the infection of 
others. 

It is well to emphasize that the aged uncle or 
grandfather with “chronic bronchitis’ has all too 
frequently been found to be the main source of 
household infection to children. Any persistent, un- 
explained cough in this age group must be carefully 
investigated, particularly if children are in the home. 

Thus, the aged tuberculous patient today often 
represents a challenge to our more successful modal- 
ities of therapy. All too frequently we are unable to 
use our surgical weapons, and we must fall back on 
antimicrobial therapy that has been robbed of its 
total effectiveness by the prior development of bac- 
terial resistance. It is frequently more humane in 
these circumstances to gracefully acknowledge defeat 
and to expend our major efforts at breaking the chain 
of infection, giving symptomatic relief to the patient 
and a close scrutiny for latent infection to his family. 

Turning from the problem of pulmonary tubercu- 


losis to a consideration of other infections of the 
bronchopulmonary system, we find a rising tide of 
severe pulmonary disability in the older age group 
with its genesis in chronic bronchial infection, the 
familiar chronic bronchitis. There is reason to believe 
that increasing atmospheric pollution in certain com- 
munities, the growing industrialization of our so- 
ciety, and the phenomenal growth of the smoking 
habit are all contributing to the growing problem of 
chronic bronchitis in the elderly male in this country. 
This has perhaps been more recently dramatized by 
the conquest of more specific inflammatory diseases 
of the lungs, such as pneumococcal lobar pneumonia 
by newer therapeutic agents, leaving bronchitis for 
once exposed in its true severity. 

Some idea of the problem of bronchial infection 
in Great Britain can be obtained by reviewing Na- 
tional Health Service statistics. In 1950 there were 
30,000 deaths from bronchitis to the 20,000 reported 
from pneumonia. In that year, 16,500,000 working 
days were lost among the insured population from 
bronchitis. This represents a staggering problem in 
the field of pulmonary disease in the British Isles, and 
there is great concern that this country may be head- 
ing down the same path. 

The pulmonary emphysema which frequently ac- 
companies bronchitis typically attacks the adult male 
wage earner and tends to be progressive in its course. 
In the United Kingdom it is reported to be five times 
more common in urban than in rural communities, 
most frequently attacking the laboring man. There 
is reason to believe that bronchitis can be reversed 
if detected in time and treated energetically. But by 
the time symptoms of emphysema have appeared, it 
is most difficult to arrest the process permanently 
by any method of therapy known today. The usual 
result is a slow but steady evolution to the state of a 
pulmonary or cardiac cripple. 

The profound physiological disturbances of em- 
physema on lung volumes, ventilation, distribution 
of inspired air, respiratory gas exchange, and vascu- 
lar components of the lung materially add to the 
risk of intercurrent pulmonary infection in the older 
patient. The hazards from biochemical imbalance 
secondary to relatively mild infections in these pa- 
tients have been carefully and fully described by 
many authors.’ * This combination of respiratory aci- 
dosis and cor pulmonale greatly adds to the difficulty 
of treating many elderly males today and is often 
the limiting factor in obtaining proper surgical treat- 
ment of pulmonary tuberculosis or bronchogenic 
tumors. 

The marked increase in incidence of primary lung 
cancer in the past 50 years continues to alarm students 


} 
j 
| 
| 
| 
| 
ch 
| 
| 
| 
| 
. 
} 
| 
| 
| 


476 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


of the disease. This rising curve of pulmonary cancer 
mortality is in marked contrast to the steadily declin- 
ing death rate from tuberculosis; it points to one of 
the most challenging problems today in the field of 
preventive medicine and early diagnosis. 

That efforts in treating this disease have been 
totally inadequate sc far is demonstrated by the low 
rate of five-year survivals reported from major tho- 
racic clinics. It is a fairly common experience of 
those treating this group of patients to have to com- 
promise on indicated radical resection in the elderly 
male, to prevent him from dying of pulmonary in- 
sufficiency. If there is any place for palliative resec- 
tion in treating bronchogenic carcinoma, it would 
appear to be in this age group. 

The problem of pulmonary disease in our aging 
population has been expanded and also complicated 
by the more recent recognition of the role of fungi 
in causing disease of the respiratory system. In the 
middle western area of this country it has explained 
the paradox of pulmonary calcifications in tuberculin 
negative healthy people encountered every day in the 
practice of medicine.® At last the riddle of several ex- 
plosive epidemics of pulmonary disease has been 
solved, and much has been learned about the mode 
of transmission of fungus infection.’° More recently, 
patients with cavitary, chronic, pulmonary histoplas- 
mosis have been found in our sanatoria in this part 


Figure 6a. (L.L.) Admission PA roentgenogram. 
Hydropneumothorax on right with contracted right 
upper lobe. 


of the country with disease masquerading as pulmo- 
nary tuberculosis." 

It now appears that these two entities are indis- 
tinguishable by chest roentgenography, and a proper 
differentiation can be made only by cultural tech- 
niques. All of this newly found knowledge has 
pointed out the need for a more meticulous study of 
the elderly patient with chronic pulmonary disease. 


CASE REPORTS 


The case histories of two patients will be presented 
to illustrate some of the points raised thus far. The 
first patient illustrates many of the problems encoun- 
tered in correct diagnosis and therapy of an elderly 
male with diminished pulmonary reserve. 

L.L., a 62-year-old white male, was admitted to 
the University of Kansas Medical Center in June 
1955, for evaluation of a pulmonary problem. He 
had worked for many years in the soft-coal mines of 
southeastern Kansas and had noted a chronic mildly 
productive “cigarette cough,” with wheezing, for 
most of his adult life. In recent years he had further 
noticed the insidious onset and progression of exer- 
tional dyspnea. 

Six weeks prior to admission he noted the rather 
sudden onset of severe right chest pain, radiating 
into the back, and a marked increase in dyspnea with 
a bubbling sensation noted in the right chest on 


Figure 6b. (L.L. ) Admission right lateral TT 
gtam. Findings similar to 6a. 
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Figure 7. (L.L.) Frontal planogram through mid- 
portion of chest. Demonstrates dense right upper lobe 
with abscess at periphery and pneumothorax. 


bending over. At this time he was raising approxi- 
mately one ounce of purulent, non-foul sputum each 
day. His physician noted a right pleural effusion. 
Thoracentesis was pertormed three times, and each 
time the fluid removed was yellow and clear. In all, 
several liters were removed in a period of one month 
prior to hospitalization. During this time the patient 
received many different antimicrobial agents but 
failed to improve. 

On admission he looked chronically ill, and his 
chest findings were those of a right sided hydropneu- 
mothorax with pulmonary insufficiency. Chest roent- 
genograms (Figures 6, 7, 8) confirmed this and also 
demonstrated a dense, contracted, right upper lobe. 
Numerous diagnostic studies were carried out. Perti- 
nent findings were: chronic bronchitis on endoscopy 
with questionable narrowing of right upper lobe 
orifice; pleural transudate containing 8,000 red cells 
and 300 white cells, the majority of which were 
lymphocytes; cells reported as malignant recovered 
from pleural fluid and from bronchial fluid aspirated 
from the right upper lobe; reduction of maximal 
breathing capacity to one-half the predicted value; 
and, finally, a normal electrocardiogram. 

A consulting surgeon felt that an exploratory tho- 
racotomy to prove the diagnosis, with the hope of 
doing a limited palliative resection to control pulmo- 
nary suppuration, was in order. The patient and his 


family were so advised and they, too, requested 
surgical exploration. 

At surgery, it was felt that bronchogenic carcinoma 
was arising in the right upper lobe with involvement 
of the middle lobe and extensive inflammatory thick- 
ening of the visceral pleura. Accordingly, an upper 
and middle lobectomy, with decortication of the 
lower lobe, was carried out. Examination of the re- 
sected lobes of the lungs disclosed a squamous cell 
carcinoma arising from the right upper lobe bronchus 
with multiple areas of abscess formation distal to it. 
Figure 8 shows a typical high power section of the 
tumor. 

The patient had a stormy postoperative course, 
with retained pulmonary secretions requiring re- 
peated aspirations through a bronchoscope, and ulti- 
mately a tracheostomy, to maintain an adequate air- 
way. During this time he developed pulmonary 
edema with auricular fibrillation. This was success- 
fully treated with digitalis, oxygen, and other meas- 
ures. The patient gradually improved and left the 
hospital three weeks after resection. 

This patient illustrates many of the difficult prob- 
lems encountered in treating patients in this age 
group. In addition to a malignant tumor, he had 
crippling chronic bronchitis and pulmonary emphy- 
sema. This was vigorously treated with intermittent 


Figure 8. (L.L.) High power section of tumor show- 
ing typical epidermoid carcinoma, arising from bron- 
chus. 
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positive pressure breathing and Isuprel® three times 
daily preoperatively, which resulted in a gratifying 
diminution in cough, sputum production, and pul- 
monary rales and wheezing. 

Pulmonary function studies following this pro- 
gram demonstrated a reduction in airflow obstruction 
and an overall increase in total lung function. Sur- 
gery was deliberately postponed in this case until it 
was felt the patient was in optimal condition. Fol- 
lowing operation, in spite of close attention to oxy- 
gen concentration and humidity, to ventilation both 
spontaneous and mechanical with a pressure breath- 
ing unit, and to the maintenance of an adequate air- 
way, the patient rapidly went into pulmonary and 
cardiac failure and almost died. 

We have learned, from experiences such as this 
one, that early tracheostomy is almost mandatory in 
this type of patient and that it should usually be 
done before the patient leaves the operating room. 
Intermittent positive pressure breathing therapy has 
been of great assistance in this type of patient, both 
in preparation for surgery and in providing adequate 
ventilation and bronchial drainage in the critical 
postoperative period. The recent development of 
properly fitting plastic adaptors, connecting pressure 
breathing units with tracheostomy tubes, has greatly 
facilitated proper ventilation of the postoperative pa- 
tient with a tracheostomy. This has hastened re-ex- 
pansion of lung on the operative side and prevented 
development of pleural space complications. 

The emphysematous patient with a low, immobile 
diaphragm will often show a slight but gratifying 
increase in ventilation during this critical period 
from pneumoperitoneum. This reversible procedure 
is even more effective in enabling this type of pa- 
tient to cough and cleanse the base of his lungs in a 
more effective fashion. Pneumoperitoneum has been 
found to be of further value in reducing the residual 
pleural space following resection and aiding in its 
early obliteration. 

Pneumoperitoneum, if used for this purpose, 
should be initiated while the patient is in the operat- 
ing room. The volume of air used does not have to 
be as large as for the tuberculous patient. It generally 
can be discontinued in a few weeks, unless the pa- 
tient’s comfort suggests that it be continued for a 
longer period of time. It is in the pre-operative man- 
agement and postoperative care of these patients with 
borderline cardiac and pulmonary reserve that close 
cooperation between the surgeon and internist is of 
greatest importance. 

The problem of establishing the correct diagnosis 
in the elderly patient with pulmonary disease may 
often be a difficult one. Frequently other disabling 
illnesses, such as arthritis, cardiovascular disease, or 
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senility, limit the scope of our diagnostic efforts. In 
addition, the elderly patient is often unable to recall 
accurately specific details of earlier illnesses, which 
might be of great help in putting one on the right 
track. The increasing pattern of travel in all of our 
citizens both young and old has caused us to change 
some of our ideas about disease entities formerly 
thought of as problems of other areas and countries. 
This gradual decline in regional “diagnostic isola- 
tionism” has had the happy effect of sharpening our 
wits in the recognition of many new and fascinating 
problems right in our own back yard. The following 
patient’s story demonstrates the need for a detailed 
analysis of the individual problem. It is being re- 
ported elsewhere in greater detail. 

W.G., a 60-year-old white male, was admitted to 
the University of Kansas Medical Center in Decem- 
ber 1954 for evaluation of a pulmonary problem. 
His history disclosed that he had lived in California, 
in an area endemic for Coccidioides immitis, some 30 
years before. He had also worked for a number of 
years on a hard rock drilling crew in the mountains 
of California, where he was heavily exposed to silica 
dust. From that time on he had had “‘spots on his 
lungs” demonstrated by chest roentgenograms at 
frequent intervals, but he felt well. 

Since then he had lived in many sections of the 
United States, and in Missouri for the preceding five 
years. In April of 1954 he was hospitalized at the 


Figure 9. (W. G.) Admission PA chest roentgeno- 
gram. Demonstrates widespread fibrocalcific nodules 
with radiolucent area in right upper lobe. 
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Missouri State Tuberculosis Sanatorium because it 
was strongly suspected that he had active pulmonary 
tuberculosis. Work up at that time disclosed a chest 
roentgenogram similar to that seen in Figure 9, with 
a negative tuberculin and a positive histoplasmin 
skin test. Six sputum smears and cultures failed to 
demonstrate tubercle bacilli. He was discharged and 
told he did not have active pulmonary tuberculosis. 

Our findings eight months later confirmed the 
negative tuberculin, but the patient was found to 
have a positive coccidioidin in addition to the posi- 
tive histoplasmin skin test. Histoplasma complement 
fixation test was negative, but coccidioidal comple- 
ment fixation test was positive in 1:8 dilution. Lam- 
inograms in the frontal plane disclosed a thick walled, 
2-centimeter cavity in the right upper lobe (Figure 
10). 

Multiple diagnostic studies were carried out at 
this hospital, including a lung biopsy. The micro- 
scopic section shown in Figure 11 failed to reveal 
silica, fungi, or mycobacteria on prolonged searching 
utilizing appropriate staining technics. The nodules 
were composed of dense masses of collagen with sur- 
rounding fibroblasts and little cellular reaction. No 
etiologic agent, bacterial or fungus, could be recov- 
ered from these nodules by multiple cultural tech- 
niques or animal inoculation. Shortly after the pa- 
tient was discharged, repeated sputum studies dis- 


Figure 10. (W.G.) Frontal planogram through pos- 
terior portion of right upper lobe. Note thick walled 
cavity. 


a 


Figure 11. (W.G.) Lung biopsy. High power section 
of typical fibrocalcific nodule. Note dense central fibro- 
sis with circular arrangement of fibroblasts about 
periphery. 


Figure 12. (W.G.) Section from mouse liver follow- 
ing inoculation with patient's sputum. Note inflamma- 
tory reaction. 
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closed characteristic spherules of Coccidioides im- 
mitis on direct smear. Mouse inoculation of sputum 
produced the characteristic lesions of endosporulating 
spherules, one of which is shown in Figure 12. 

This, then, is an elderly male patient, once sus- 
pected of having active pulmonary tuberculosis, who 
has chronic cavitary pulmonary coccidioidomycosis. 
He is discharging fungi in his sputum from the cav- 
ity in his lung into the soil of Missouri, which is 
already teeming with histoplasma. In addition he has 
a disseminated, but healed, pulmonary infection, the 
exact cause of which will probably never be known. 
He responds to histoplasmin but has a serologic titer 
suggesting continued coccidioidal infection. At pres- 
ent the patient is home, in charge of a tourist camp, 
and considers himself well. 

The complex problem of mixed infections in this 
patient clearly points out the need for a meticulous 
study of the many interesting and unusual pulmonary 
problems we will encounter in our aging population. 


University of Kansas Medical Center 
Kansas City 3, Kansas 
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Diverticulum of Duodenum 


An Instance in Which a Diverticulum Produces Intestinal Obstruction 


E. B. STRUXNESS, M.D., Hutchinson 


Since Case’ in 1913 first demonstrated duodenal 
diverticula in the living by fluoroscopy, conclusions 
as to their incidence, etiology, and symptomatology 
have accumulated in the literature. 

The reported incidence varies from below 1 per 
cent to 22 per cent, depending on variations in the 
technique of demonstration and whether or not the 
examinations are done radiologically or at post-mor- 
tem. 

Although the etiology is not certainly established, 
most observers feel, since this is largely a disease 
of the later decades of life and since most diverticula 
originate from the mesenteric border, that they are 
the result of mechanisms similar in all pulsion-type 
diverticula. 

There is no symptom complex characteristic enough 


_ to make possible a clinical diagnosis. Symptoms, when 


present, are a function of the size and location of 
the diverticulum. Spriggs and Marxer!® reported 
symptoms in 47 per cent of their series, for the most 


part resembling vaguely those of duodenal ulcer. 
Greenler and Curtis® conclude from their survey of 
reported cases that symptoms are protean enough to 
follow gastric, duodenal, pancreatic, biliary, intes- 
tinal, or colonic patterns. Mahorner’ states that 
probably 98 per cent of duodenal diverticula do not 
cause symptoms, but, of those that do, pain is by far 
the most common complaint. Nausea, emesis, weight 
loss, diarrhea, jaundice, pancreatitis, peritonitis from 


Duodenal diverticula usually present 
no symptoms of diagnostic character. In 
selected patients diagnosis is possible 
prior to surgery by x-ray examination. 
The patient discussed here suffered 
small bowel obstruction following extru- 
sion of an inspissated mass of intestinal 
contents formed in a duodenal divertic- 
ulum. 
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perforation, hemorrhage, and even malignant change 
have been reported. 

Morton’ in 1940 and Patterson and Bramberg® in 
1951 reported a total of 84 cases of duodenal diver- 
ticula that have been operated upon because of sever- 
ity of symptoms and complications. Patterson and 
Bramberg® concluded that the surgical approach to 
the problem was more advantageous than com- 
placency under the guise of ‘“‘clinically asympto- 
matic.” Cattell and Mudge* advocate a conservative 
attitude, but they also point out that diverticula may 
be a source of serious disability. There is unanimity 
of opinion that, of the symptomatic diverticula, those 
of peri-vaterian location can be most serious prob- 
lems, the surgical solution of which is not entirely 
satisfactory. 


CASE REPORT 


The following case report illustrates an unusual 
additional complication which can occur as the result 
of a large duodenal diverticulum. 

Mrs. R. R., a white female aged 74, stated that 
on the evening of February 14, 1956, she suddenly 
developed severe, generalized, colicky, abdominal 
pains. Sliortly thereafter she became nauseated and 
vomited. Pain, nausea, and emesis were progressive 
in intensity until she was first seen at nine o'clock 
that evening. 

In reporting her past history she mentioned com- 
plaints of mild’ distress after meals with excess gas 
and belching and a relatively poor appetite. 

Examination revealed an acutely ill, elderly female, 
writhing in pain. The abdomen was board-like. Ten- 
derness and rebound tenderness were generalized 
with a suggestion of increased tenderness in the peri- 
umbilical area. Examination of heart and lungs 
revealed nothing abnormal, and pelvic examination 


* 
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Spot film of the duodenum illustrating the large 
mushroom shaped diverticulum. 


was not remarkable except for the fact that motion 
of the uterus elicited pain. A scout film of the abdo- 
men revealed nothing characteristic of intestinal ob- 
struction. Urine and blood examinations were within 
normal limits. Opiates given on admission to the 
hospital served only to quiet the patient partially, 
without in any way halting the progression of symp- 
toms. 

Exploratory laparotomy was carried out. The sali- 
ent findings were present in the small intestine. At 
a point 35 inches from the ligament of Treitz there 
was found a mass firmly impacted in the lumen of 
the bowel. The bowel proximal to this intraluminal 
obstruction was dilated, edematous, and hemorrhagic, 
while the distal bowel was normal in appearance. 
Resection of the impacted segment was carried out, 
utilizing an end to end anastomosis. 

Examination of the specimen revealed that the 
impacting mass was made up of inspissated bowel 
contents which measured 5 x 4 x 31% centimeters. 
The bowel wall in the immediate vicinity was begin- 
ning to undergo localized gangrenous change. 

The patient had an uneventful postoperative course, 
and, as soon as it was feasible, she was subjected to 
a gastrointestinal series of x-rays in an effort to local- 
ize the source of the obstructing mass. The accom- 
panying illustration demonstrates a mushroom shaped 
duodenal diverticulum of a size compatible with the 
specimen. 

In reconstructing the events of this patient's his- 
tory, J believe that this represents a case of intra- 
luminal jejunal obstruction by the inspissated con- 
tents of a large duodenal diverticulum, which had 
been extruded into the duodenum and forcefully 
propelled as far as bowel diameter would permit. 
Suburban Clinic 


2415 North Main 
Hutchinson, Kansas 
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Erythroplasia of Queyrat 


An Unusual Instance in a Negro Patient Involving the 
Penis and Progressing to Invasive Carcinoma 


D. CRAMER REED, M.D., Wichita 


Because erythroplasia of Queyrat is usually local- 
ized to the penis, most attention has been paid to it 
in urologic and dermatologic literature. Since the 
lesion is frequently first encountered by the family 
physician, he should be acquainted with the clinical 
aspects of this disease, especially with its malignant 
potentialities. 

Erythroplasia was originally described in 1893 by 
Fournier and Darier' and popularized by Queyrat? 
in 1911. It has been considered relatively rare, but 
the fact that the 261st and 262nd cases were reported 
respectively by Merricks and Cottrell* and by Fried- 
man‘ in 1953 suggests that the disease is more pre- 
valent than was formerly thought or that it has 
recently been given greater notice because of more 
accurate diagnosis. That both these assumptions may 
be correct is attested to by the fact that during the 
15 years after Sulzberger and Satenstein® reported 
the first case in the United States in 1933, approxi- 
mately 60 additional cases have been described. Most 
of these reports are to be found in the proceedings 
of various American dermatological societies where 
the cases were presented as diagnostic or therapeutic 
problems. Since 1948 approximately 25 additional 
cases of erythroplasia have been described. 

This disease is apparently rare in Negroes inas- 
much as a review of the literature has revealed only 
three cases,*? none of which progressed into invasive 
carcinoma. Smith and Hughes’ stressed that while 
precancerous dermatoses are relatively uncommon 
among Negroes, erythroplasia should be considered 
in the differential diagnosis of eczematoid lesions of 
the glans penis in this race. This is important because 
erythroplasia may develop into frankly invasive catci- 
noma as exemplified in the following case report. 


CASE REPORT 


F. M., a 56-year-old Negro, was first seen on 
February 10, 1949, in the Accident Ward of the 
Graduate Hospital of the University of Pennsylvania 
because of his inability to void. The patient had been 
treated for 20 years with intermittent urethral dila- 
tions for stricture. His past history was pertinent in 
that he had gonorrhea initially at age 21 with at least 
five subsequent reinfections. In 1939 he received 


He also had been treated for lymphogranuloma ven- 
ereum. 

Examination on admission revealed a red plaque 
on the glans penis approximately 2.5 cm. in diameter. 
The plaque was firm, indurated, shiny, velvety, and 
erythematous, involving part of the external meatus 
and frenulum. There was left inguinal, non-tender 
lymphadenopathy. Scarring was noted over both in- 
guinal regions, the sites of previous buboes. A physi- 
cian had recently advised no treatment for the lesion 
on the glans penis. 


Erythroplasia of Queyrat is an un- 
common and poorly understood disease 
which is being recognized more often. 
The case presented is especially unusual 
in that it occurred in a Negro. Treat- 
ment should be definitive because of the 
precancerous nature of the disease. The 
sequelae of improper treatment are 
clearly presented. 


A biopsy specimen of skin taken from the lesion 
on the glans revealed a thin parakeratotic layer, 
acanthosis of the rete with broadening and rounding 
of the pegs. Within the rete there were several ana- 
plastic areas showing variability of epithelial cell 
size, Bowenoid type cells, and individual cell keratini- 
zation. There were many abnormal mitoses. Intra- 
epidermal edema, hydropic degeneration of the basal 
cells, and a few polymorphonuclear cells were noted 
(Figure 1). This was interpreted by Dr. Howard 
Beerman, professor of dermatology, Graduate School 
of Medicine, University of Pennsylvania, as Bowen's 
disease, intraepidermal cancer. 

The patient was presented at the Philadelphia 
Dermatology Society meeting in April, 1949, and the 
diagnosis of erythroplasia of Queyrat received unani- 
mous concurrence. 

Surgical excision was advised but was refused by 
the patient who was also attending cardiac clinic be- 
cause of hypertensive cardiovascular disease. A course 
of neoarsphenamine soaks was instituted as recom- 
mended by Sachs and Sachs.* This form of treatment 
was continued for 41 weeks at the patient's insistence, 
in spite of a slow progression in the size of the lesion. 
In August 1950, podophyllin in tincture of benzoin 
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was applied to one-half of the lesion three times 
weekly. The treated side showed improvement as 
manifested by the development of a smoother appear- 
ance. However, when the entire lesion was painted 
with podophyllin an inflammatory reaction appeared, 
necessitating termination of treatment. 

Subsequently the patient absented himself from the 
university clinics for approximately two and a half 
years. Then he was again seen and subsequently ad- 
mitted to the Graduate Hospital in January 1953 for 
circumcision because of severe phimosis and con- 
tracture of the redundant penile prepuce. At that time 
the erythroplasia had progressed, involving the entire 
glans and a portion of the corona. Amputation of the 
penis was recommended but was again refused by 
the patient. 

Biopsy examination of tissue removed from the 
lesion at time of circumcision was reported as intra- 
epidermal carcinoma. The specimen showed abrupt 
transition from normal, deeply pigmented squamous 
epithelium to a less pigmented, intensely hyperplastic, 
densely cellular epidermis. There was also loss of 
differentiation and marked mitotic activity. Chronic 
inflammatory infiltration of the subjacent tissue was 
noted, but there was no evidence of malignant in- 
vasion. 

In December of 1953 there was no significant 
clinical change, and the patient was induced to have 
a simple penile amputation performed 2.5 cm. proxi- 
mal to the lesion. Lymph node dissection was got 
performed because of the patient’s poor cardiac status. 
Postoperative recovery was uneventful. 

Histopathologic examination of the resected speci- 
men revealed an infiltrating squamous cell carcinoma 
(Figure 2). The sections showed anaplasia, and in 


some areas the epithelium was characterized by ex- 
treme pleomorphism, poorly defined cell boundaries, 
and large hyperchromatic nuclei exhibiting frequent 
atypical mitosis. The epithelium contiguous to areas 
of frank invasion showed increased cellularity and 
crowding of deeply stained nuclei. The superficial 
stroma was the site of an infiltration of numerous 
lymphocytes and plasma cells. 

When the patient was last examined in May 1955, 
he presented no evidence of recurrence. The previ- 
ously noted bilateral inguinal lymphadenopathy was 
greatly reduced, and the patient was symptom free 
except for his chronic dyspnea and posterior urethral 
stricture. 

COMMENT 


The cause of erythroplasia of Queyrat is unknown. 
The postulate that it is associated with syphilis is 
lacking in clinical proof and is no longer widely 
ascribed to in this country. There has been consider- 
able disagreement concerning the malignant poten- 
tialities of this disease. Whether erythroplasia should 
be characterized as a precancerosis, a Bowenoid le- 
sion, or by any other descriptive term indicative of 
cancer appears academic since there is still much 
controversy relative to the actual pathogenesis of 
malignancy; the consensus today favors the belief 
that Queyrat’s erythroplasia is a premalignant lesion 
and therapy should be applied accordingly.® 

McCrea,!° LaRocco,!! Rosen,!2 and others have 
described the difficulties encountered in making an 
accurate diagnosis of erythroplasia in each case with- 
out the aid of biopsy examination. The dermatoses 
with which erythroplasia is most frequently confused 
are: psoriasis, lichen planus, syphilis (primary and 
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secondary), granuloma inguinale, contact dermatitis, 
seborrheic dermatitis, dermatitis medicimentosa, dia- 
betic dermatitis, recurrent herpes, and squamous cell 
carcinoma. Less frequently encountered conditions 
such as sarcoid, lupus erythematosis, and tuberculosis 
of the skin must also be differentiated. This case 
points out the necessity for performing a biopsy on 
all lesions that clinically appear to be erythroplasia, 
and the necessity for cooperation between clinician 
and pathologist to assure procurement of biopsy ma- 
terial from the optimum site and performance of 
serial sections if indicated. 

Although the glans penis is most often affected 
by erythroplasia of Queyrat, the disease is by no 
means limited to the genitalia. It has been reported 
in the perianal region, on the buccal mucosa, the 
tonsils, the tongue, the cheeks, and the thighs. This 
dermatosis is infrequently diagnosed in women, in- 
volving the vulva and cervix." 

Contrary to the treatment recommended in earlier 
literature, there now seems to be little excuse for 
the employment of topical applications or measures 
designed to accomplish less than complete destruction 
of the lesion. The literature is replete with references 
to the consistent failure of external roentgen therapy, 
interstitial irradiation, sodium arsenate, and bland 
protective ointments. 

Except for the patient’s refusal to permit any type 
of surgical procedure, there is admittedly no justifica- 
tion for continuing local applications for 41 weeks in 
our case. Electrocoagulation and electrodesiccation 
have been successfully employed in the destruction 
of early lesions, but it is preferable to employ these 
methods in elderly individuals since they usually 
result in considerable deformity and loss of sensation. 
Local excision, even with involvement of the glans 
penis, can be done with less morbidity and disfigure- 
ment. In advanced or recurrent cases where the lesion 
cannot be completely excised locally, simple or radi- 
cal penile amputation is mandatory, depending on the 
proximal extension of the lesion. There are those 
who recommend radical inguinal lymph node dis- 
section where the lesion has become invasive. 


SUMMARY AND CONCLUSIONS 


A case of erythroplasia of Queyrat followed for 
six years in a Negro, progressing into infiltrating 
squamous cell carcinoma, is reported. The failure of 
inadequate local treatment to eradicate the disease 
is demonstrated. Twenty-four months following sim- 
ple penile amputation there has been no evidence of 
recurrence. 

This disease has been neglected and apparently 
was unrecognized in this country until the last 25 
years. It is of sufficient importance as a precancerous 
lesion to warrant publication of information about 
new cases until the general medical profession be- 
comes familiar with its nature and appearance. 


425 North Hillside 
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In their essence there can be no conflict between science and religion. Science is a 
reliable method of finding truth. Religion is the search for a satisfying basis for life. . . . 
Yet a world that has science needs, as never before, the inspiration that religion has to 
offer. . . . Beyond the nature taught by science is the spirit that gives meaning to life. 


—Arthur H. Compton 
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No introduction could add to the beauty of 
the following little essay, “What Is a Girl,” 
written by Alan Beck. It is on the way to be- 
coming a classic in American literature. 


O.R.C. 


Little girls are the nicest things that happen 
to people. They are born with a little bit of 
angel-shine about them and though it wears 
thin sometimes, there is always enough left 
to lasso your heart—even when they are sit- 
ting in the mud, or crying temperamental 
tears, or parading up the street in mother’s 
best clothes. 

A little girl can be sweeter (and badder) 
oftener than anyone else in the world. She 
can jitter around, and stomp, and make fun- 
ny noises that frazzle your nerves, yet just 
when you open your mouth, she stands there 
demure with that special look in her eyes. A 
gitl is Innocence playing in the mud, Beauty 
standing on its head, and Motherhood drag- 
ging a doll by the foot. 

Girls are available in five colors—black, 
white, red, yellow or brown, yet Mother Na- 
ture always manages to select your favorite 
color when you place your order. They dis- 
prove the law of supply and demand—there 
are millions of little girls, but each is as 
precious as rubies. 

God borrows from many creatures to make 
a little girl. He uses the song of a bird, the 
squeal of a pig, the stubbornness of a mule, 


the antics of a monkey, the spryness of a 


grasshopper, the curiosity ‘of a cat, the speed 
of a gazelle, the slyness of a fox, the softness 
of a kitten, and to top it all off, He adds the 
mysterious mind of a woman. 

A little girl likes new shoes, party dresses, 
small animals, first grade, noise makers, the 
girl next door, dolls, make-believe, dancing 
lessons, ice cream, kitchens, coloring books, 
make-up, cans of water, going visiting, tea 
parties, and one boy. She doesn’t care so much 
for visitors, boys in general, large dogs, hand- 
me-downs, straight chairs, vegetables, snow 
suits, or staying in the front yard. She is 
loudest when you are thinking, the prettiest 
when she has provoked you, the busiest at 
bedtime, the quietest when you want to show 
her off, and the most flirtatious when she ab- 
solutely must not get the best of you again. 

Who else can cause you more grief, joy, ir- 
ritation, satisfaction, embarrassment and gen- 
uine delight than this combination of Eve, 
Salome and Florence Nightingale? She can 
muss up your home, your hair and your dig- 
nity—spend your money, your time and your 
temper—then just when your patience is 
ready to crack, her sunshine peaks through 
and you've lost again. 

Yes, she is a nerve-racking nuisance, just 
a noisy bundle of mischief. But when your 
dreams tumble down and the world is a mess 
—when it seems you are pretty much of a 
fool after all—she can make you a king when 
she climbs on your knee and whispers, “I love 
you best of all!” 
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PRESIDENT’S PAGE 


Dear Doctor: 


The new health care program for dependents of servicemen goes into effect 
| on December 8, 1956. It will be operated nationally by the Department of De- 


fense, but there are several things the Kansas Medical Society must do long 


before that date in order to participate in this federal venture. 

| Within six weeks from now as I write this, or by the middle of September, 
we must designate an agent and submit a fee schedule for this program. The 
agent may be our state society or perhaps Kansas Blue Shield. It is my personal 
belief that the Blue Shield office could more readily adapt itself to this extra 
work than could our central office where additional equipment and personnel 
would be needed. 


We have many fee schedules to choose from including three which were 


approved by our Fee Schedule Committee. We also have a Veterans Administra- 


tion schedule, a Workmen’s Compensation schedule, and a Vocational Re- 
habilitation schedule. Any one or parts of several or a totally new schedule may 
| be submitted, as we prefer. 

However, we have just six weeks, so I propose to have the Fee Schedule 
Committee give us a single recommended schedule for this program. I will then 
ask the Council to approve it and immediately thereafter will call a special 
session of the House of Delegates for adoption of the Kansas plan. 

You should know this is a fee for service program federally paid for some 


two million military dependents whose family income, in 63 per cent of cases, 


is less than $3,300. So please consider what we should do. Talk it over among 
your colleagues and give us the benefit of your views. I will most sincerely 


appreciate your advice. 


Fraternally, 


President 
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EDITORIAL COMMENT 


Survey of Hospital Facilities 


Are there enough hospital beds in Kansas? Are 
the hospitals and nursing homes well located in the 
different parts of the state? How many long-term 
patients are in acute hospital beds only because 
there are no other satisfactory places in which they 
can receive care? How realistic are the service areas 
outlined in the state plan for hospital and nursing 
home construction? If we build more hospitals in 
rural areas, can enough nurses and other trained staff 
be found to work in them? 

Physicians have not been alone in raising these 
questions, but the money needed for a study to ob- 
tain the answers has not been available until now. 
Recently, however, Community Studies, Inc., of Kan- 
sas City, Missouri, a private, nonprofit research 
group, has received a large grant to conduct such a 
study in the state of Kansas and in a large part of 
Missouri. Community Studies wants the advice and 
assistance of practicing physicians in planning and 
carrying “out this study and has asked the Kansas 
Medical Society about obtaining such assistance. 

The main objective of the study is to determine 
the needs of the region for beds in general hospitals 
and chronic disease facilities, including nursing 
homes, with especial attention to the needs of the 
chronic and aged sick. 

The study will be carried out in four stages, and 
the first two will be of direct interest to Kansas physi- 
cians. In the first stage, a trained interviewer will 
visit each hospital in the state to learn the character- 
istics of the patients who are there on the day of the 
visit. Information on the residence of the patients 
will show how far they travel to get to the hospital 
and will help in defining realistic service areas. 
Knowledge about the type of room which the patient 
is using will show whether empty beds are in one- 
bed, two-bed, or larger rooms. Information will also 
be gathered on age, sex, admission diagnosis of the 
patient, and on whether he has Blue Cross or other 
hospital insurance. Since the study is especially con- 
cerned with chronic or long-term illness, the inter- 
_viewer will ask about the surgical, laboratory, or 
other procedures used for patients who have been 
in the hospital 30 days or more. In addition, data 
will be recorded on the size and type of hospital and 
the services available there. 

Each licensed nursing home will also be visited by 
an interviewer, who will ask about the patient’s usual 
activities (whether he is bedfast, can walk, can leave 
the grounds by himself, etc.). The interviewer will 
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record the date when a physician was last seen, and 
whether each patient has a private physician. He will 
also ask how many welfare patients are in the home, 
the type of staff and services provided by the home, 
and its monthly charge. 

These interviews with hospitals and nursing homes 
will be carried out for a 10-month period beginning 
in August. 

A second step in the study is a household surve 
which will begin in September. In this, interviewers 
will visit a sample of 4,000 households in rural and 
urban areas in Kansas and Missouri. These inter- 
viewers will ask how many of the people in the 
household have chronic conditions, what kind of 
conditions, how long they have had them, and how 
much disability has been caused. They will also ask 
how many of these people have been hospitalized 
during the past 12 months and whether they had 
hospital insurance. 

The household interviews are expected to take 
four or five months. Through these surveys of people 
in institutions and at home, they hope to find, for 
example, how many chronic and aged sick need nurs- 
ing care. 

A third step in the study will be carried out in 
Kansas City, Missouri. In this, interviewers will visit 
a sample of about 300 people found in the survey to 
have chronic disease for a 12-month period begin- 
ning in September to see what services they use dur- 
ing this period. 

These three steps in the study will be completed 
in the first year. During the second year the data 
gathered will be analyzed and reports will be issued. 
While this work is going on, the medical director of 
the study will explore with a few hospitals, chronic 
disease units, and nursing homes which volunteer to 
cooperate whether there are practical and effective 
methods to move the chronic or aged sick from the 
general hospital into a related facility which costs 
less and back into the hospital when they need that 
care.—Community Studies, Inc., 417 East 13th Street, 
Kansas City, Missouri. 


Journal Style 


The style of the JOURNAL is seldom a matter of 
comment. This fact is viewed by members of the 
Editorial Board with mixed feelings. If silence is 
prompted by the fact that questions of style seldom 
occur to readers of the JOURNAL, those of us who are 
concerned with the publication are perhaps doing a 
more effective work than we had thought. 

What is style? One author says, “Style in writing 
is much the same thing as good manners in other 
human intercourse.” Good manners smooth the 


course of events, are never obtrusive. Good style on 
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the printed page makes for ease in reading and clarity 
in understanding. The editor's work is successful if 
the reader is never distracted from the content of 
printed material by the way in which it is presented. 

The JouRNAL's style is constantly undergoing evo- 
lution. Policies have been established from time to 
time to govern editorial procedure. In some instances 
these policies have become known only to those who 
are regular contributors. Other decisions on style, 
those that were thought to be of general interest, 
have been reported in these pages. Such a decision 
was made by the Editorial Board at a recent meeting. 

Under consideration was the use of reference (su- 
perior) numbers in a scientific text to direct the 
reader to corresponding numbers in the bibliography. 
In the past, possibly through following the line of 
least resistance, the editor has followed the author's 
copy. This would be impractical in a paper now be- 
ing reviewed by the Board since the author uses mul- 
tiple superior numbers to support most of the state- 
ments he makes. The numbers are unnecessary when 
the author quotes opinions on which there is general 
agreement, and they are unsightly in the printed 
form when they extend across the width of a column. 

The newly established policy provides that refer- 
ence numbers will now be included only when the 
author refers to a specific author or to a definite arti- 
cle or book. This action by the Editorial Board was 
not taken arbitrarily or whimsically. It was accepted 
as the most logical rule on which to base procedure, 
after several other proposals had been studied and 
tried on an experimental basis. It will eliminate ex- 
cessive use of superior numbers, which many readers 
find distracting, and at the same time will retain for 
authors the opportunity of listing sources for state- 
ments they wish to credit to others. 

The new policy will have no effect on bibliogra- 
phies. Each author should continue to list in a bib- 
liography all the literature to which he has turned 
for information or opinion. If he wishes to show 
the source of a statement, for example in reporting 
controversial ideas or those on which a definitive 
stand has not been taken, he should use the name of 
the original author and follow that name with a 
superior number. 

Members of the Kansas Medical Society who are 
now writing scientific papers or who will do so in 
the future are not expected to conform to this rule 
and other details of JOURNAL style in the prepara- 
tion of manuscripts. The editor will keep his blue 
pencil sharpened. This publicity is intended only as 
an explanation to authors who may wonder why 
changes are made in the copy they submit. It’s all 


part of the plan to give members of the Kansas 
Medical Society the best JoURNAL we are capable of 
publishing. 


Refresher Courses Tax Deductible 


Physicians throughout the state will be pleased to 
know that expenses for attending refresher courses 
are now tax deductible. Provision for this deduction 
was outlined in a regulation made effective by the 
United States Internal Revenue Service on August 9, 
1956. 

The regulation is applicable to courses that will 
assist the physician in maintaining skills directly and 
immediately required in his work. This would in- 
clude courses designed to keep practitioners abreast 
of current developments in the profession. To qual- 
ify, the study should be of short duration, should 
not be taken on a continuing basis, and should not 
carry academic credit. : 

Education designed to prepare the physician to 
enter a specialty does not come under the scope of 
the regulation. The Internal Revenue Service views 
such education as a means of increasing the earning 
power of the physician. 

Similar interpretations apply to those in other pro- 
fessions. The teacher who must attend summer school 
to maintain her teaching certificate may deduct edu- 
cational expenses; the instructor whose qualifications 
are sufficient for continued employment as a teacher 
cannot deduct expenses for courses taken for ad- 
vanced degrees and a potential increase in earning 
power. 

The deductions now allowed will not give major 
tax relief to any physician, but they will be of some 
benefit to a large number of Kansas doctors. During 
the period from July 1, 1955, to January 1, 1956, 
1,059 physicians were enrolled for courses of the 
refresher type at the University of Kansas Medical 
Center. 

Under the current regulation it will be worth while 
for the physician to make note of expenses incurred 
in connection with such education. In addition to 
tuition for the course, he may deduct amounts spent 
for travel, meals, and lodging while away from 
home. He may not deduct expenses incident to sight- 
seeing, entertaining, or other recreation incidental . 
to the course. 

For a long period of time the Law Department of 
the American Medical Association has been urging 
the issuance of such a regulation. It is to the credit 
of that department that confusion on interpretation 
of the law has been eliminated and a small measure 
of relief has been obtained. 
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Tumor Conference 


Edited by FRANK Q. WINGFIELD, M.D. 


Dr. Robinson: The cases to be discussed today rep- 
resent two different types of vascular tumors of the 
neck. The first is not only an uncommon tumor but 
it behaved in an unusual manner. The second is a 
more common tumor but presents some difficult prob- 
lems in therapy. 

Dr. Cashion: The first patient (B.B.) is a 66-year- 
old colored woman who, ever since she fell from a 
chair a year before admission, suffered from inter- 
mittent pain in the nape of her neck. The pain was 
aggravated by motion but did not radiate. For two 
months prior to admission, the pain in her neck oc- 
curred less frequently and was less severe, but she 
noticed a change in her voice. For a year prior to 
admission, the patient had been treated by her local 
doctor for diabetes by control of her diet, and she 
had lost about 30 pounds. She also had exertional 
and paroxysmal nocturnal dyspnea during this period 
and has.been taking medicine for these symptoms. 
She has had episodes of nausea and vomiting which 
she associates with this medicine. She also complained 
of constipation which required laxatives every four 
or five days. During this time she occasionally had 
black stools but no bright red rectal bleeding. 

Physical examination at the time of admission re- 
vealed a fine tremor of the hands relieved by in- 
tention. There was marked restriction in movement 
of the neck with only slight movement backward and 
laterally and none forward. A neurological examina- 
tion revealed 9th, 10th, 11th, and 12th cranial nerve 
palsy on the right and a questionable right Hornet's 
syndrome. Because of these findings, it was felt that 
the patient had a metastatic lesion at the base of the 
skull on the right near the jugular and hypoglossal 
foramina. Because of the gastrointestinal symptoms, 
it was felt that this most likely represented a meta- 
static carcinoma from the gastrointestinal tract. Spinal 
puncture revealed protein of 99 mgm. per cent, and 
this suggested that the lesion was probably intra- 
cranial. Dr. Todd will demonstrate the x-ray findings. 

Dr. Todd: X-rays of the upper intestinal tract fol- 
lowing a barium meal revealed delayed emptying of 
the stomach but no organic lesion. These changes 
were considered to be on a functional basis. An x-ray 
of the chest, routine x-rays of the skull, and x-rays 


Cancer teaching activities at the bog, of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U. S. Public Health Service, and the Kansas 
Division of the American Cancer Society. Dt. Wingfield is 
a Trainee of the National Cancer Institute. 


Vascular Tumors of the Neck 


of the mastoid cells revealed no abnormality. An in- 
travenous pyelogram revealed normal kidneys. A bari- 
um enema was normal. An x-ray of the base of the 
skull showed an erosion of the occipital bone on the 
right at the margin of the foramen magnum. A cer- 
vical myelogram outlined a structure 11/, cm. in di- 
ameter on the right side at the foramen magnum 
(Figure 1). 

Dr. Robinson: How were these myelograms done? 

Dr. Williamson: Some neurosurgeons inject dye 
into the cisterna magna. Others, particularly South 
Americans, inject dye into the ventricles to outline 
brain tumors. In this case, the dye was injected into 
the subarachnoidal space from below and allowed to 
run intracranially. The x-rays made it clear that there 
was a destructive lesion in the region of the jugular 
foramen at the base of the skull and that it probably 
extended both intracranially and extracranially. We 
agreed that this was probably metastatic carcinoma, 
and we could not conceive of any primary lesion that 
arose in this location. 

Dr. Robinson: How did you proceed in the treat- 
ment of this patient? 

Dr. Williamson: Because we were unable to dem- 
onstrate a primary site for a metastatic carcinoma and 
because we thought we might be able to relieve the 
symptoms by local excision of the tumor, a crani- 


Figure 1. Cervical myelogram outlining lower margin 
of the 1.5 cm. lesion at foramen magnum. 
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otomy was done. We encountered a dense extradural 
tumor that was not adherent to the dura. It was pur- 
ple and vascular. We took one small biopsy, and the 
tumor bled so extensively that it was necessary to 
give the patient 1000 ml. of blood. The tumor bled 
like an arterial lesion. It could not be controlled by 
ordinary packing, and a large piece of muscle had 
to be sewed against the tumor to control the bleed- 
ing. 

Dr. Robinson: Dr. Helwig, would you tell us about 
the surgical specimen? 

Dr. Helwig: The tumor is composed of a diffuse 
growth of small, deeply basophilic cells arranged 
chiefly in the form of sheets of cells with spindle- 
form nuclei and little surrounding cytoplasm. There 
is a meshwork of vascular channels running through- 
out the lesion, and some of the vascularity appears 
to be neoplastic. In an occasional area there are cells 
which are a little plumper and appear to be filling up 
the vascular channels. I am unable to distinguish be- 
tween an epithelial metastasis or a vascular angio- 
endothelioma. A vascular angioendothelioma could 
occur in this area, but it would be rare. If this is a 
metastatic lesion from a tumor below the diaphragm, 
the tumor cells would have had to travel up the ver- 
tebral venous system or go through the lungs. The 
capillaries of the lung are among the largest capil- 
laries in the body, and small tumor emboli or single 
malignant cells may go through the lung in this 
manner. 

Dr. Mantz: In my opinion, the lesion bears some 
resemblance to a glomus tumor. These usually pre- 
sent in the ear, however, and this lesion does not. 
Therefore, I thought that this was probably an angio- 
endothelioma but that an angioblastic type of men- 
ingioma must be considered. 

Dr. Boley: I also thought that this lesion resembled 
a glornus jugulare tumor, and silver stains presented 
a picture highly suggestive of this diagnosis. 

Dr. Robinson: Will you explain to us just what a 
glomus jugulare tumor is? 

Dr. Boley: These tumors arise from the glomus 
jugulare body which may be in the jugular foramen, 
the jugular canal, or near the upper part of the ear. 
They ‘are identical in gross and microscopic appear- 
ance tthe carotid and aortic bodies which have been 
shown to be chemoreceptors.! Most glomus jugulare 
tumors present as tumors in the middle ear. They are 
usually benign but occasionally metastasize.” 

Dr.-:Robinson: What treatment is planned for this 

t?. 

Dr.,,Williamson: The glomus jugulare body lies 
around the jugular vein in the jugular foramen. It is 
a vascular body. According to the pathologist, the 
histologic picture is not incompatible with the diag- 
nosis of glomus jugulare tumor, and we feel that this 


is the correct diagnosis. Other clinics have reported 
similar cases of glomus jugulare tumors presenting 
in the jugular foramen and involving the 9th, 10th, 
11th, and 12th cranial nerves.?: 3: 4 

This patient is 60 years old and has a slowly grow- 
ing tumor. She is not seriously ill despite the palsy 
of the 9th, 10th, 11th, and 12th cranial nerves on 
the right. Pain is no real problem, and she has no 
increased intercranial pressure. In view of the extreme 
vascularity of this lesion and the involvement of the 
important structures in this area, we feel that surgical 
removal should not be attempted and that the lesion 
should be treated with x-ray. I am sure she would 
be in serious trouble if we attempted radical removal. 

Dr. Helwig: In our experience, these lesions are 
not responsive to radiation, but unless the patient is 
pretty young you should not try to remove them sur- 
gically. When we treat our carotid body tumors, we 
don’t even biopsy them but just treat them with 
x-radiation and hope that it does some good. 

Dr. Robinson: There seems to be unanimous agree- 
ment that this patient should be treated by x-ray and 
not surgery. Even if she is not benefited by x-ray 
therapy, this tumor is slow growing and her condition 
should remain essentially stationary for a long period. 

Dr. Robinson: The second case concerns a more 
common vascular tumor of the neck that is usually 
treated by surgery. 

Dr. Mosely: The second patient (L.L.) is an 8- 
month-old white girl who was well until one day 
prior to admission. At that time a swelling was noted 
in the left side of her neck. The swelling enlarged 
over a period of a few hours and became blue. The 
patient was seen by the local medical doctor and then 
hospitalized. At the time of admission to the hospital, 
there was a mass in the left side of the neck measur- 
ing 3 x 5 cm. There was venous distension around 
the mass and in the anterior chest wall. The mass was 
cystic, non-tender, and did not feel fluctuant. It was 
not attached to the skin but appeared to be fixed to 
the deep tissues of the neck. 

Dr. Robinson: Were x-rays helpful ? 

Dr. Todd: X-rays of the chest and neck showed, 
distinct from the thymic and cardiac shadows, a large, 
soft tissue shadow 5 cm. in diameter lying in the 
upper mediastinum on the left (Figure 2). The 
trachea was deviated laterally to the right and some- 
what anteriorly. A lateral projection demonstrated 
that this mass was lying posteriorly in the upper 
mediastinum against the spine. This mass was con- 
tinuous with the mass in the neck which lay above 
the clavicle on the left side. 

Dr. Hardin: Clinically, we felt confident that this 
was a cystic hygroma. The pediatricians wanted to 
defer the operation because of the child’s size. How- 
ever, I felt that it would be better to proceed at this 
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time because this is an invasive lesion that can cause 
compression symptoms. If the lesion becomes infected, 
mortality may be high. These lesions communicate 
with the venous system and should not be aspirated 
preoperatively. 

When these tumors are limited to the neck, they 
do not present too difficult a surgical problem. When 
they extend into the chest, however, the problem be- 
comes much more difficult. Because of the intimate 
association with the important structures of the neck, 
an approach to this tumor from the neck, going blind- 
ly into the chest, would be dangerous. It was there- 
fore thought better to approach this lesion through 
the chest first and to remove as much as possible of 
the lesion from that approach. Because of the age 
of the child, the remainder of the lesion was removed 
in a second stage at a later date. 

At operation, the hygroma was found to involve 
the upper medial aspect of the chest and mediastinum. 
The left subclavian artery and vein, the left carotid 
artery, the vagus nerve, the phrenic nerve, and the an- 
terior thoracic duct were involved by this tumor. By 
careful dissection, all of these structures were pre- 
_ served. A small tongue of tissue was seen to extend 
to the opposite side of the chest. In order not to sub- 
ject this infant to a bilateral thoracotomy, a catheter 
was sewed into the remaining finger-like projection 
and later irrigated and sclerosed with 50 per cent 
glucose. 

In the second operation, the mass in the neck was 
seen to surround the bracheal plexus, subclavian vein, 
common carotid artery, vagus nerve, phrenic nerve, 
and superior vena cava. The lesion was dissected away 
from these structures except for the retrosternoclavic- 


Figure 2. Soft tissue mass in superior, posterior left 
mediastinum. 


ular portion which was irrigated and sclerosed with 
50 per cent glucose. The patient tolerated both of 
these procedures well. 

Dr. Helwig: The tumor, in this case, occurred in 
a common site. They usually begin in the neck and 
extend into the mediastinum. Occasionally, however, 
they may begin in the mediastinum and secondarily 
extend into the neck. These lesions are true neoplasms 
and they send out buds of channels which may pene- 
trate into surrounding tissues. This tumor was made 
up of a mass of varying sized cystic nodules which 
were lined by flattened endothelial cells. There are 
also lymphocytes in the wall of these cysts, and in 
some areas the lymphocytes are numerous. These le- 
sions may appear elsewhere in the body and may be 
extensive. I have recently studied a case which in- 
volved the entire side of a little child extending from 
the hip to the axilla. These lesions do not respond 
well to radiation therapy. 

Dr. Robinson: Do you think that these are related 
to lymphangiomas ? 

Dr. Helwig: I think all hygromas are lymphangi- 
omas. These are true neoplasms and are different from 
the congenital lymphangiectasis one sees in the ex- 
tremities. If any cystic hygroma is sectioned extensive- 
ly enough, lymphoid tissue is found somewhere. 

Dr. Mantz: I have always considered them as 
lymphangiomas. Perhaps some of them represent neo- 
plastic transformations of small angioblastic rem- 
nants which were never adequately hooked up in the 
development of the cardiovascular system. The iso- 
lated remnant may undergo neoplastic proliferation 
and may later establish communication with either 
the lymphatics or the vascular tree. If the spaces do 
not contain blood, it is difficult for me to distinguish 
between a lymphangioma and a hemangioma. 

Dr. Robinson: I think that the main problem in 
these cases is in the surgical approach. Nothing else 
apparently will control these tumors. If you leave a 
little of the tumor behind, it will continue to grow. 
If the child has an upper respiratory infection, the 
tumor tends to swell and may encroach upon the air- 
ways, necessitating a tracheotomy as a preliminary step 
before the operation. If portions of the tumor are 
left behind, serious infection may occur. Some of 
these tumors, in my experience, have been simple to 
dissect. They just roll away from the other tissues. 
In other cases, however, they infiltrate diffusely. These 
are difficult to remove entirely, and it is also difficult 
to try to remove the remaining tumor at a second 
operation because of the fibrosis which has occurred. 
I feel that the surgical approach in this case was cor- 
rect. A follow-up on this patient, four months after 
discharge from the hospital, revealed no evidence of 
recurrent hygroma. - 
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Tetracycline Lederle 


ACHROMYCIN is unsurpassed in its range of 
effectiveness. Each successive month more 
physicians are confirming this fact for them- 
selves in their own daily practice in the ther- 
apy of respiratory, genitourinary, dermato- 
logic and other infections. 


ACHROMYCIN can be of service to you because 
of these important advantages: 


© true broad-spectrum action 


e rapid diffusion and penetration 
¢ prompt control of infection 


© proved effective against a wide variety of 
infections caused by Gram-positive and 
Gram-negative bacteria, rickettsiae, and 
certain viruses and protozoa 


© side effects, if any, usually minimal 


e produced under exacting quality control 
in Lederle’s own laboratories and offered 
only under the Lederle label 


e a complete line of dosage forms 


ACHROMYCIN SF 


ACHROMYCIN Tetracycline with STRESS For- 
MULA VITAMINS for severe or prolonged ill- 
ness. Attacks the infection— defends the pa- 
tient — hastens normal recovery. Offered in 
Capsules of 250 mg. and in an Oral Suspen- 
sion, 125 mg. per 5 cc. teaspoonful. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER. NEW YORK - 
#REG. U.S. PAT. OFF. 


PHOTO DATA: 8 X 10 GROVER VIEW CAMERA 
100 SEC. AT F.22 EXISTING LIGHT 
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Ford Foundation Grants 


Checks totalling $26,080,200 were mailed recently 
by the Ford Foundation to 959 voluntary, nonprofit 
hospitals in the United States and its territories. This 
was in addition to two previous mailings, in April 
and May, to some 2,000 hospitals. 

The current checks represent one-half the amount 
of the individual grants. The remaining half will be 
paid in March of 1957. Amounts were determined 
on the basis of patient days of service and the num- 
ber of births. 

Each institution will determine for itself how the 
funds can best be used to improve and expand serv- 
ices to the community. 

The following Kansas institutions received checks 
most recently: Ellsworth County Veterans Memorial 
Hospital, Ellsworth, $12,650; Boothroy Memorial 
Hospital, Goodland, $5,650; Kiowa County Memo- 
rial Hospital, Greensburg, $5,000; Halstead Hospi- 
tal, Halstead, $41,150; Hoisington Lutheran Hospi- 
tal, Hoisington, $6,700; Cushing Memorial Hospital, 
Leavenworth, $15,700; Lincoln County Hospital, 
Lincoln, $5,000; Lindsborg Community Hospital, 
Lindsborg, $5,150; Lyons Hospital, Lyons, $5,000; 
Mercy Hospital, Moundridge, $5,000; Prairie View 
Hospital, Newton, $7,950; Phillips County Com- 
munity Hospital, Phillipsburg, $5,000; Scott County 
Hospital, Scott City, $5,600; Seneca Hospital, Sen- 
eca, $5,950; Jane C. Stormont Hospital and Training 
School for Nurses, Topeka, $57,450; St. Francis 
Hospital and School of Nursing, Wichita, $125,000; 
Salvation Army Women’s Home and Hospital, 
Wichita, $7,050; St. Joseph’s Hospital, Wichita, 
$56,900. 


National Awards for Auxiliary 


The Woman’s Auxiliary to the Kansas Medical 
Society and two of its component groups won awards 
in the national Auxiliary’s contest for securing sub- 
scriptions to Today's Health. The state group won 
$40, and the county awards were $25 and $15. 


The Kansas Auxiliary ranked first in Group III, 
made up of organizations having from 1,001 to 2,000 
members. Mrs. Chester L. Young, Kansas City, was 
chairman of the Today's Health committee for the 
state. 

The Woman’s Auxiliary to the Sedgwick County 
Medical Society, working under Mrs. F. Carter New- 
som, Wichita, placed second in competition among 
groups having 100 or more members. Among 
counties having no more than 18 members, the Kan- 
sas Greenwood-Woodson Auxiliary placed third. 
Mrs. Harry West, Yates Center, was chairman of 
sales there. 


Fellowships in College of Chest Physicians 


Six Kansans became fellows of the American Col- 
lege of Chest Physicians at a meeting held in Chi- 
cago in June: Dr. Ben H. Buck, Jr., Dr. John W. 
Fulton, and Dr. Robert K. Purves of Wichita and 
Dr. Hughes W. Day, Dr. Michael L. Furcolow, and 
Dr. Ann Pollak of Kansas City. Dr. Charles Pokorny, 
Halstead, was elected governor of the college for 
Kansas. 


Jordan Memorial Fund 


Friends of Dr. Ralph E. Jordan, Emporia, who 
died of bulbar poliomyelitis on July 11, have ini- 
tiated a memorial fund to be used for the education 
of his six children. Anyone wishing to contribute 
may send a check to Mr. Ivan Anderson, Adminis- 
trator, Newman Hospital, Emporia. 


Grant for Television at K.U. 


A grant of $100,000 to the University of Kansas 
Medical Center for expansion of its television teach- 
ing program was announced last month by the 
W. D. Kellogg Foundation, Battle Creek, Michigan. 
The school will receive $20,000 a year for each of 
five years. Dr. David Ruhe, chief of audiovisual edu- 
cation, will direct the television work. 


Correction 


An error appeared in a table which accompanied 
a paper on “Burns,” published in the June issue of 
the JOURNAL. The table listing minimal food 
needed by patients with third degree burns showed 
the requirements for riboflavin and nicotinamide in 
gtams, and the measurement should have been in 
milligrams. 
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THE MONTH IN 
WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


If medical research doesn’t move ahead in the 
current fiscal year (ending June 30, 1957), it won't 
be the fault of Congress. The seven research organi- 
zations that make up the National Institutes of 
Health have far more money than they have ever 
had, and probably much more than their directors 
even dared hope for last winter at the start of hear- 
ings on their budgets. Every one of the research 
institutes received a substantial increase over last 
year, and the funds of five of them were almost 
doubled. 

The Institutes have a total of $170.4 million to 
spend before next July 1. This is about 80 per cent 
more than they had last year. In discussing the ap- 
propriations bill on the Senate floor, Senator Lister 
Hill (D., Ala.) said the bulk of the money will go 
for grants to non-federal institutions—hospitals, 
medical schools, clinics, and state and local organiza- 
tions engaged in research. 

A breakdown by disease categories shows the fol- 
lowing picture: 

For cancer research, $48.4 million, in contrast to 
$24.8 million for the previous year. This year’s total 
is $16 million more than the administration asked 
when budget requests were sent to Congress in Jan- 
uaty. 

For mental health work, $35.1 million, in contrast 
to last year’s $18 million. This is $13.4 million more 
than had been requested originally. 

For heart disease research, $33.3 million, com- 
pared with $18.7 million last year and $22.1 million 
originally requested. 

For work on arthritis and metabolic diseases, $15.8 
million, or $5.1 million more than last year and $2.5 
million more than Congress was asked for. 

For research in neurology and blindness, $18.6 
million, compared with $9.8 million last year and 
$12.1 million originally requested. 

For work on allergies and infectious diseases, 
$13.2 million, compared with $7.5 million last year 
and $9.7 requested. 

For dental research, $6 million. While this is small 
compared with money voted for other U. S. research 
institutes, it is almost triple the $2.1 million spent 
last year. The huge increase is the result of a sus- 
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tained campaign by the American Dental Association. 

Senator Hill and Rep. John E. Fogarty (D., R. I.) 
led the fight in Congress for the record-breaking re- 
search appropriations. Under the latter’s chairman- 
ship, a House appropriations subcommittee boosted 
the total for the seven institutes to about $124 mil- 
lion, a figure that was accepted both by the full Ap- 
propriations Committee and the House. 

In addition to heading the Senate appropriations 
subcommittee that handled this funds bill, Senator 
Hill also is chairman of the Labor and Welfare Com- 
mittee and extremely active in health legislation. His 
subcommittee pulled up the totals to the $170 mil- 
lion. After the Senate-House conference committee 
disagreed on the spending, Rep. Fogarty carried the 
fight to the floor, where he persuaded the House to 
accept all of the higher Senate figures. 

Other federal health programs, mainly concerned 
with disease control and hospital construction, also 
fared well with the Congress. The Hill-Burton pro- 
gram, for construction grants to hospitals, has $125 
miliion for the current year, or $14 million more 
than last year. For vocational rehabilitation grants, 
the figure is $41.5 million, a $2.7 million increase; 
for general public health assistance to states, it is 
$18.16 million, a $600,000 increase; for Indian 
health work, it is $38 million, a $3.3 million in- 
crease. 


With Salk vaccine being released in ever expand- 
ing volume, the Public Health Service is urging states 
and communities to increase the priority age to 20 
and to use up supplies as fast as received. Said Sec- 
retary Folsom: “I urge parents, physicians, and 
health officials to cooperate in making the maximum 
use of the increasing supply as soon as it becomes 
available. . . .” 

Civil Aeronautics Administration, believing the 
time has come to review procedures in pilot medical 
examinations, has hired a private organization to 
conduct a thorough investigation and make recom- 
mendations. Two questions: Should lower standards 
be allowed for older, experienced pilots? Should 
crew members and ground crewmen, as well as pilots, 
be examined periodically ? 

Less than three months after his third appoint- 
ment to a four-year term as Surgeon General of 
U. S. Public Health Service, Dr. Leonard Scheele 
resigned to take a post in the pharmaceutical industry 
so he could ‘provide more properly” for his family. 

Although no new legislation was enacted in that 
field, witnesses at a long series of hearings on civil 
defense were pretty much in agreement that the job 
can’t be done properly unless more authority is voted 
to the Federal Civil Defense Organization. 
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PHYSICIANS’ ACTIVITIES 


Dr. E. J. Grosdidier, Kansas City, was recently 
named to the Kansas City-Wyandotte County Board 


of Health. 


A citation of merit for outstanding achievements 
has been awarded Dr. Galen Tice, Kansas City, by 
McPherson College. He received his bachelor’s de- 
gree from the college in 1922. 


The Lawrence Medical Arts Clinic announces that 
Dr. James C. Dowell and Dr. Phillip Godwin are 
new members of its staff. Dr. Dowell, a graduate of 
Illinois University Medical School, recently completed 
a three-year residency in internal medicine at the 
University of Kansas Medical Center. 


Dr. Robert O. Bill, Topeka, is moving to In- 
dianapolis to head the out-patient clinic at Norway 
Hospital. In Topeka he had been director of the 
Shawnee County Guidance Center, a position now 
held by Dr. Robert B. Forman. 


Dr. Marion C. Pearson, Concordia, recently be- 
came a diplomate of the American Board of Surgery. 


Dr. Roy R. Shoaf, who has been practicing in 
Lawrence, has begun a residency in obstetrics at the 
University of Illinois Hospital, Chicago. 


Dr. J. M. Stout, 2 1955 graduate of the Univer- 
sity of Kansas School of Medicine, is now practicing 
in Hutchinson in association with Dr. Marion E. 
Nunemaker and Dr. John Blank. The thesis Dr. 
Stout wrote during his senior year at the medical 
school is being published in this issue of the Jour- 
NAL. 


A feature story about Dr. W. Clarke Wescoe, 
dean of the University of Kansas School of Medi- 
cine, was published in the Kansas City Star on July 1. 


Dr. Charles B. Powell, who has been practicing 
in Columbus, has gone to New Orleans for a resi- 
dency in orthopedic surgery at Charity Hospital. 


Dr. Thomas F. Taylor, who was on the staff of 
the state sanatorium at Norton before taking a resi- 
dency in internal medicine at the VA Hospital in 
Denver, is now practicing in Phillipsburg in asso- 
ciation with Dr. Mary Glassen. 


Dr. William A. Smiley, Jr., formerly of Junction 
City, has joined the surgical staff of the state sana- 
torium at Norton. 


The Kansas branch of the National Flying Physi- 
cians Association recently elected Dr. Lyle G. Glenn, 
Protection, as its president and Dr. Charles F. Tay- 
lor, Norton, as secretary. 

Dr. Fred E. Brown, who was graduated from the 
University of Kansas School of Medicine in 1955 
and recently completed internship at St. Luke’s Hos- 
pital, Kansas City, Missouri, has opened an office in 
St. Marys. 


“Heart Disease” was the subject of a talk given by 
Dr. G. W. Hammel, El Dorado, before the Eureka 
Kiwanis Club recently. 


Dr. Richard B. Williams, who has been practicing 
in independence for 18 months, went to Kansas City 
on July 1 to begin a residency in radiology. 


A Kansan, Dr. William J. Reals, Wichita, was 
one of the scientific exhibitors at the recent meeting 
of the American Medical Association in Chicago. In 
cooperation with Col. Frank M. Townsend, Armed 
Forces Institute of Pathology, Washington, he pre- 
sented an exhibit on thyroid gland studies. 


July 1 was retirement day for Dr. C. C. Nessel- 
rode, Kansas City, who had been in practice for 50 
years. A feature story about him was published in the 
Kansas City Kansan on June 8. 


The Kansas Psychiatric Society announces that Dr. 
Thomas L. Foster, Halstead, is now serving as its 
president. Dr. Austin J. Adams, Wichita, is presi- 
dent-elect of the group. 


A Fulbright research award has been granted to 
Dr. Ralph I. Canuteson, director of student health 
services at the University of Kansas, Lawrence. He 
will do his research work, in the field of college 
health, at the University of Oslo, Norway. 


Dr. Jack R. Cooper, Kansas City, spoke before 
the Wyandotte and Johnson County Association for 
Retarded Children at a recent meeting. His subject 
was “Causes and Probabilities of Cure.” 


Dr. J. V. Van Cleve, Wichita, was a guest lec- 
turer at a refresher course sponsored by the Univer- 
sity of Colorado School of Medicine last month. His 
subject was “Relation between Internal and Cutane- 
ous Diseases.” 


The Buick-Oldsmobile-Pontiac Assembly Division, 
Kansas City, announces the appointment of Dr. Har- 
old Allen as associate medical director of the plant. 
Dr. Allen, a graduate of Jefferson Medical College, 
Philadelphia, joined the General Motors staff in 1955 
as a trainee in industrial medicine. 
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A former resident of Hutchinson, Dr. David 
Lukens, recently returned to practice internal medi- 
cine there. He was graduated from Johns Hopkins 
University Medical School in 1948, served with the 
Army in Korea, and then completed a residency at 
Johns Hopkins Hospital. He is a diplomate of the 
American Board of Internal Medicine. 
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Dr. Frances A. Allen, who recently completed a 
three-year residency in internal medicine at the Uni- 
versity of Kansas Medical Center, has returned to 
practice in Newton. She recently presented a paper, 
“The Study of Red Cell Survival Time in Patients 
with Cirrhosis of the Liver,’’ before the National 
Society of Nuclear Medicine in Salt Lake City. 


MERVIN TUBAN SUDLER, M.D. 


Dr. M. T. Sudler, 80, dean of the University 
of Kansas School of Medicine from 1911 to 
1924, died at his home in Lawrence on June 22. 
He was an honorary member of the Douglas 
County Medical Society. A graduate of the Col- 
lege of Physicians and Surgeons, Baltimore, in 
1901, Dr. Sudler served as an instructor in 
anatomy at Johns Hopkins and at Cornell be- 
fore coming to Kansas in 1905. His primary 
interest here was in surgery, and he was a fel- 
low of the American College of Surgeons. 


WILLIAM FREDERICK ScHOoR, M.D. 


Dr. W. F. Schoor, 79, who had practiced in 
Hutchinson more than 50 years, died at Grace 
Hospital there on June 22 after an illness of 
two years. He began practice there after his 
gtaduation from University Medical College of 
Kansas City in 1904 and was active until he 
became ill. He had served both as city physician 
and as coroner of Reno County. Dr. Schoor 
was an honorary member of the Reno County 
Medical Society. 


RALPH BOWMAN Earp, M.D. 


A physician who had practiced for 59 years, 
Dr. R. B. Earp, 81, died on June 25, after a 
two-year illness. He was graduated from Cen- 
tral College of Physicians and Surgeons, Indi- 
anapolis, in 1897 and practiced first in Moore- 
land and Dunkirk, Indiana, moving to El 
Dorado in 1908. He had been an honorary 
member of the Butler County Medical Society 
for three years. 


ALFRED O'DONNELL, M.D. 

A physician who served as president of the 
Kansas Medical Society, 1924-1925, Dr. Alfred 
O'Donnell, Ellsworth, died on June 26 at the 
age of 83. Born in Ireland, Dr. O'Donnell 
came to this country in his youth. He was grad- 
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uated from University Medical College, Kansas 
City, in 1900 and took postgraduate work at 
New York University and at the Mayo Clinic. 
He specialized in surgery and was a diplomate 
of the American Board of Surgery and a fellow 
of the American College of Surgeons. 

Dr. O'Donnell was interested in many civic 
enterprises. For 25 years he was on the school 
board at Ellsworth, he was a charter member 
of the Ellsworth Lions Club, and he served 
many terms on the board of Kansas Wesleyan 
University, Salina. 

An honorary member of the Central Kansas 
Medical Society, he had been in retirement for 
10 years prior to his death. 


RALPH ENSIGN JORDAN, M.D. 


Bulbar poliomyelitis was the cause of death 
for Dr. Ralph Jordan, 39, who died at Emporia 
on July 11 after three days of illness. He had 
been in practice in Emporia for a year, having 
previously been located at Osborne and Holton. 
He was graduated from the University of Kan- 
sas School of Medicine in 1940 and served his 
internship at Trinity Lutheran Hospital, Kansas 
City, Missouri. During World War II he served 
as flight surgeon in the European theater, hold- 
ing the rank of major. He was an active mem- 
ber of the Lyon County Medical Society. 


RoserT A. J. SHELLEY, M.D. 

Dr. R. A. J. Shelley, 81, an honorary mem- 
ber of the Comanche-Clark-Kiowa Medical So- 
ciety, died at Coldwater on July 3 after an ill- 
ness of six weeks. He had practiced in the 
Coldwater community since 1909, having grad- 
uated from the University of Tennessee College 
of Medicine in 1903. His first office was at Gap 
Creek, Kentucky, and from there he moved to 
Waldron. He served as county health officer for 
several years and had also been mayor of the 
city of Coldwater. 
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Dr. M. F. Stock has announced the closing of his 
office in Weir to carry on all of his practice in Pitts- 


burg. 


Dr. Varden J. Loganbill, a 1954 graduate of the 
University of Kansas School of Medicine who has 
been practicing in Wichita, has announced the open- 
ing of an office in McPherson. 


A position as medical director of the Midwest 
Medical Research Foundation, Wichita, has been ac- 
cepted by Dr. Byron T. Eberle, who formerly prac- 
ticed in Derby. 


Dr. P. L. Beiderwell, Belleville, announces that 
Dr. Richard Field is now associated with him in 
practice. Dr. Field, who was graduated from the Uni- 
versity of Kansas School of Medicine, recently com- 
pleted internship at Good Samaritan Hospital, Phoe- 
nix. 

Dr. F. W. Anderson, who has practiced in 
Anthony since 1947, has closed his office to move to 
Circleville, Ohio. He will practice there in association 
with a former classmate. 


Cost of Health Services 


The average individual in the United States spends 
$65 and the average family $207 for personal health 
services each year, according to Dr. Odin W. Ander- 
son, research director of the Health Information 
Foundation. His survey was based on interviews in 
the homes of a scientifically selected sample of Ameri- 
can families. 

“The provision of personal health services is one 
of the largest enterprises in the United States,” he 
said, “totalling annually over $10 billion for private 
care.” He estimated that $3.8 billion is paid to phy- 
sicians, $2 billion to hospitals, and $1.6 billion to 
dentists. 

Dr. Anderson believes that approximately eight 
per cent of the families incurred no charge for any 
personal health services during a year, while more 
than 10 per cent incurred charges of $500 or more. 

The annual hospital admission rate per 100 per- 
sons, he observed, was nine for men and 15 for 
women, although he believes the number of days of 
hospital care per 100 persons in a year is a better 
measure of hospital utilization. That figure was 90 
days per 100 persons, 70 for men and 100 for 
women. The figures rose sharply to 150 days for per- 
sons over 55 years of age. 

“For the population as a whole,” he said, “the 


number of surgical procedures per 100 persons was 
7.6 tor males and 8 for females.” 

The rate of surgical procedures was nine per 100 
persons covered by health insurance and five for un- 
insured persons. The average family with insurance 
incurred annual bills of $237 for all personal health 
services, and the average family without insurance 
incurred charges of $154. 


Memorial for Dr. Sudler 


Friends of the late Dr. Mervin T. Sudler, former 
dean of the University of Kansas School of Medicine, 
who died on June 23, have announced plans for a 
memorial. Those wishing to contribute to the fund 
may do so by sending checks to the American Medi- 
cal Education Foundation, 535 North Dearborn 
Street, Chicago 10, Illinois. An attached letter should 
stipulate that the contribution is for the Sudler Me- 
morial Fund and for the University of Kansas School 
of Medicine. 


Vaccine for Respiratory Disease 


A new vaccine which has been found to reduce 
the incidence of hospitalized cases of respiratory dis- 
ease by more than 80 per cent has been described by 
the Department of the Army. The vaccine, developed 
and prepared at the Walter Reed Army Institute of 
Research, Washington, was evaluated in soldiers at 
Fort Dix, New Jersey. It was prepared from tissue 
cultures of monkey kidney which had been infected 
with the two predominant RI viruses. The virus in 
the vaccine was killed with formaldehyde. 


Golden Belt Society Meets 


A meeting of the Golden Belt Medical Society was 
held at the Country Club in Manhattan on July 12 
with members of the Riley County Medical Society as 
hosts. Dr. Henry Laurens, Jr., Salina, and Dr. 
C. Frederick Kittle, University of Kansas Medical 
Center, discussed ‘Medical and Surgical Treatment 
of Peptic Ulcer.” Dr. Ralph C. Moore, Omaha, spoke 
on “Medical Aspects of Highway Accidents.” 


A grant of $14,850 was awarded recently to the 
University of Kansas School of Medicine by the Life 
Insurance Medical Research Fund. The appropriation 
will be used at the Mcilvane Laboratory for studying 
the action of digitoxin. Dr. Santiago Grisolia, direc- 
tor of the laboratory, will be in charge of a group of 
six who will do the research. 
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Ectopic Pregnancy 


Review of the Literature and Report of 80 Cases 


JAMES MURRAY STOUT, M.D., Kansas City 


The term ectopic is derived from the Greek word 
ectopos meaning displaced. Ectopic pregnancy, there- 
fore, is a displaced pregnancy, or, as the term is now 
employed, gestation anywhere outside the uterine 
cavity. The various types of ectopic pregnancy gener- 
ally considered are tubal, interstitial portion of the 
tube, uterine cornu, abdominal, ovarian, cervical, and 
the rudimentary horn of the uterus. The tubal variety 
comprises an overwhelming majority of the cases, 
Eastman! stating that more than 95 per cent of 
ectopic pregnancies are of tubal origin. This paper 
will concern itself mainly with a review of tubal 
pregnancy and an analysis of 80 consecutive cases 
of ectopic gestation at the Kansas University Medical 
Center from 1948 through 1954. 


HISTORY 


Most of the information which is to follow was 
obtained from Schumann’s** historical account of 
ectopic pregnancy. According to him the condition 
was unknown to the Greeks and Romans. The first 
physician to describe it was Abu’l-Qasim, known in 
Latin Europe as Albucasis, the greatest surgeon of 
Islam, who was born of Spanish parents at El Zahra, 
near Cordoba, in 936 A.D. Albucasis reported his 
case in the middle of the 11th century, after seeing 
parts of a fetal body escaping from the abdomen by 
suppuration. This was obviously a case of abdominal 
pregnancy. 

Cordaeus then reported the famous lithopedion of 
Sens early in the 16th century. Cornax, in the early 
half of the 16th century, also reported an abdominal 
pregnancy in which an ulcerating lesion was noted 
on the abdominal wall. This lesion was supposedly 
incised and a fetus taken from-the abdominal cavity. 

The earliest definite surgical interference for re- 
moval of an abdominal fetus was by Primerose in 
1594. Felix Platerus described another characteristic 
case in which a pregnant woman had been in labor 
eight days and did not deliver; a swelling later de- 
veloped at the umbilicus which was laid open and 
an entire, but semiputrid, fetus was extracted. 


This is one of 11 theses, written by fourth year students 
at the Universtiy of Kansas School of Medicine, selected 
for publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Stout has 
just completed his internship at the University of Kansas 
Medical Center, Kansas City, Kansas. 


To Riolan, in 1604, goes the distinction of first 
recording a case of ruptured tubal gestation with the 
classical symptoms. The case was described as that 
of a 31-year-old woman who had a tumor above her 
right groin but who had no complaints until she was 
four months pregnant. At this time she developed 
violent pain which extended from the pelvis to the 
upper chest with occasional syncope, continuing until 
her death. Her right fallopian tube was found to 
contain a fetus. 

Pierre Dionis is credited with having the first 
understanding as to the etiology of ectopic pregnancy. 
He speaks of an egg too large to pass through the 
fallopian tube and of a fallopian tube too small to 
permit passage of the egg. 

Great advances in the treatment for ectopic preg- 
nancy were initiated by Parry’s work in 1876, when 
he suggested surgery as the possible treatment for 
ruptured tubal pregnancy. The honor of performing 
the first operation for this emergency went to Lawson 
Tait in 1883. Tait’s first patient died, but he lost 
only one of his next 40 cases. 

The first American to operate for ectopic pregnancy 
was John Bard, for an abdominal pregnancy, in 1759. 
For ruptured tubal pregnancy, C. K. Briddon was the 
first American to operate, in 1883. From this time 
on, with only a few brief interruptions, operative 
interference has been the recognized treatment of 
choice. 

INCIDENCE 


In 1923 Schumann** reported an incidence of one 
ectopic pregnancy in every 303 intra-uterine preg- 
nancies. Since that time there have been many reports 
on the incidence of ectopic pregnancy. Word et al.** 
recently stated that occurrence has doubled during the 
past 15 years because of live births increasing ap- 
proximately 65 per cent and because of the wide- 
spread use of sulfas and penicillin in the treatment 
of salpingitis. Krohn and Priver?* state that since the 
advent of penicillin, ectopic pregnancies in various 
areas have approximately doubled. They state that 
the incidence of ectopic pregnancy is almost four 
times that of ten years ago. Johnson and Post'® say 
the increase in incidence is due to sulfas and anti- 
biotics and residents being “ectopic minded.” 

Incidence has recently been reported as follows: 
Campbell,* one ectopic pregnancy in every 165.4 
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pregnancies; Carrabba and Silberblatt,? one in 129; 
Cook and Butt,® one in 95; Word,*® one in 140.6 in 
whites and one in 95.8 in colored; Anderson,’ one 
in 190 in white and one in 130 in colored. 

As shown above, Word*® and Anderson’ reported 
a higher incidence in the colored race than in the 
white. Anderson’ states that in Baltimore, in 1951, 
there was a 50 per cent higher incidence in Negroes 
than in whites. Priddle et al.** reported that 84.5 per 
cent of their cases were Negroes. At the Kansas 
Medical Center, 48 (60 per cent) patients were 
colored and 32 (40 per cent) were white. This 
nigher incidence in the colored race is generally 
attributed to a higher incidence of pelvic inflamma- 
tory disease. 

As to the most common age at which ectopic preg- 
nancy is found Johnson’ reports an average age of 
27 years. Crawford and Hutchinson® report 29 years, 
and Priddle et al.** report 28.2 years as an average 
age. At Kansas University an average age of 28.38 
years was found, with a range of 15 through 40 years. 
The majority of Kansas University’s cases were in the 
third decade (Table 1). Ware and Winston*' report 
80.8 per cent of their cases in the 20 through 35 age 
group. Carrabba and Silberblatt? report 86.66 per 
cent of their 150 cases in the 20 through 35 age 
group. It is, of course, possible for ectopic pregnancy 
to occur any time during the childbearing age. 


TABLE I 


COMPARISON OF THE AGE DISTRIBUTION OF 80 
CONSECUTIVE CASES AT KANSAS UNIVERSITY 
MEDICAL CENTER 


Age Group No. of Patients Per Cent 
Second decade 5 6.25 
Third decade 49 61.25 
Fourth decade 26 32.50 
Fifth decade 0 0.0 


Many observers have noted that patients who have 
had sterility problems have a high incidence of ectopic 
pregnancies. Grant'® reported that the incidence of 
ectopic gestations in the sterility clinic was seven 
times the usual incidence. Bender states that in preg- 
nant women who had previously been sterile, the 
ectopic rate was significantly increased. Grant'® says 
that the frequency of ectopic pregnancy in patients 
treated for tubal blockage by high pressure insuffla- 
tion was 25 times that found among the rest of the 
Pregnant members of the population. At Kansas 
University, three of the patients had been to the 
sterility clinic and two had had their tubes treated 
by high pressure insufflation. Smith,** Jones,!® Book- 
rajian and Luther* report 27.8 per cent, 39.57 per 


cent, and 21.5 per cent, respectively, of their ectopic 
pregnancies as being gravida 0. Tables II and III 
show the gravidity and parity of the women having 
ectopic pregnancies at Kansas University. 

At Kansas University there was an average lapse 
of 2.62 years since the last pregnancy. In 20 (25 per 
cent) patients one year or less had elapsed since the 
last pregnancy. In 58 (72.5 per cent) patients there 
had been six years or less since the last pregnancy. 
The span was three months through 20 years. 


TABLE II 


PREVIOUS GRAVIDITY OF ECTOPIC PREGNANCIES 
AT THE KANSAS UNIVERSITY MEDICAL SCHOOL 


Gravidity No. of Cases Per Cent 
0 11 13.75 
1 18 22.50 
2 17 21.25 
3 17 41.25 
Others 17 21.25 
TABLE III 


PREVIOUS PARITY OF ECTOPIC PREGNANCIES AT 
THE KANSAS UNIVERSITY MEDICAL CENTER 


Parity No. of Cases Per Cent 
0 17 | 
1 24 30.00 
13 16.25 
13 16.25 
Others 13 16.25 
ETiOLOGY 


The etiology of ectopic pregnancy has been the 
cause of much investigation and speculation. Probably 
the most important etiologic factor is disturbed trans- 
portation of the ovum. Novak*® considers chronic 
pelvic inflammatory disease the dominating factor in 
this disturbed transportation. He states that, as a 
result of this, there may be narrowing of the tubal 
lumen, or the tubal folds may become agglutinated 
to produce blind alleys. He also suggests that inflam- 
mation may impair muscular and ciliary activity of 
the tube and in this way disturb the normal progress 
of the ovum. Peritubal inflammation may form ad- 
hesions which may constrict or angulate the tube and 
thereby inhibit ovum transportation. 

Litzenburg?* does not think inflammatory disease 
is as important as do most observers. He states that 
less than ten per cent of his specimens, including 
tubes sent by others for pathological examination, 
showed positive evidence of salpingitis. Eastman’ 
believes salpingitis is an important cause of tubal 
pregnancy but thinks only about a quarter of the cases 
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PROVED ANTICHOLINERGIC EFFICIENCY 


Pro-Banthine’ Provides 
Rapid Relief in Acute Pancreatitis 


Pro-Banthine inhibits excessive vagal stimulation 


of the stomach and pancreas and reduces** 
both gastric and pancreatic secretions. 


Sites of Action of Pro-Banthine With use of the Levin tube and a 

drug “such as Pro-Banthine . . . 
Py en. VAGUS NERVE most cases of acute pancreatitis® 
“ PARASYMPATHETIC_EFFECTOR will subside in a few hours, or at 


ie the most, in a few days.” 

\ Maan Schwartz and Hinton achieved* 
uf dramatic relief of pain in four of 
PREGANGLIONIC & six patients with acute hemor- 
\ rhagic or edematous pancreatitis 
ff Hy within twenty to thirty minutes 
after giving Pro-Banthine intra- 
BP hee muscularly. A dose of 15 to 30 
: mg. may be repeated! parenter- 

4 ally at intervals of six hours. 
Pro-Banthine bromide (brand 
A of propantheline bromide) also 


7 


has proved highly effective in the 
therapy of peptic ulcer, hyper- 
trophic gastritis, diverticulitis, bil- 
iary dyskinesia, ileostomies and 
genitourinary spasm. G. D. Searle 
& Co., Research in the Service of 
Medicine. 


1. Jones, C. A.: Arch. Int. Med. 96:332 
(Sept.) 1955. 


pt.) 
2. Zollinger, R. M.: Postgrad. Med. 15: 
323 (April) 1954. 
38. Woodward, E. R.: M. Clin. North 
America 38:115 (Jan.) 1954. 
4. Schwartz, I. R., and Hinton, J. W.: 
communication, February, 


of 
PELVIC NERVE 


Sites of Action of Pro-Banthine. The principal site of action of 
Pro-Banthine is on the parasympathetic system where it exerts a dual 
action while exerting a single and lesser action on the sympathetic 
system: (1) parasympathetic effector; (2) parasympathetic ganglion; 
(3) sympathetic ganglion (see arrows). 
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can be attributed to it. The following shows the fre- 
quency of salpingitis in ectopic pregnancy as reported 
by various investigators: 33.5 per cent,*® 15 per 
cent,® 8.3 per cent,!® 28 per cent,** 49.4 per cent,*” 
27.2 per cent,* 29.67 per cent,® and 18.6 per cent.” 
At Kansas University, 25 of the specimens submitted 
for pathologic examination or 31.25 per cent, showed 
evidence of salpingitis. 

Smith*? suggests that appendicitis, tuberculosis, and 
previous laparotomies may be other sources of infec- 
tion. Jones'® reported 47.9 per cent of his 48 cases 
had had previous surgery. Crawford and Hutchinson® 
reported 15.3 per cent as having had previous lower 
abdominal surgery. At Kansas University 19 (23.75 
per cent) cases had had previous surgery, 14 for 
appendicitis. 

Because of the fairly large numbers of ectopic ges- 
tations in patients who had had appendectomies some 
observers speculate there will be a higher incidence 
of ectopic pregnancies in the right than in the left 
tube. Table IV shows the frequency of right and left 
tubal gestations as reported by many observers, in- 
cluding the author. 


TABLE IV 


FREQUENCY OF RIGHT AND LEFT TUBAL 
PREGNANCIES AS REPORTED BY VARIOUS 


INVESTIGATORS 
No. of Cases No. of Cases 
or Per Cent or Per Cent 
Reporters in Rt. Tube in Left Tube Bilateral 
Kansas 
University 38 (48.1%) cases 41 (51.9%) cases 0 
Word” 85 0 
Campbell® 211 0 
Jones” 32 0 
Bookrajian 
et al.* 62 " 63 0 
Draa 
et al.” 124 2 300 0 
Crawford 
et al.” 53.0% 46.0% 1% 


Krohn and Priver*': have reported antibiotics 
used in the treatment of pelvic inflammatory disease 
may prevent complete occlusion of the tube; in these 
damaged but patent tubes, tubal pregnancy would be 
more likely to occur. 

Other factors which may disturb or delay transpor- 
tation of the ovum are: congenital diverticula, tumors 
outside the tube such as myomas and ovarian cysts, 
intratubal polyps, adenomyosis, external transmigra- 
tion, and factors inherent in the ovum. Osiakina- 
Rajdestvenskaia*! states that among mechanical fac- 
tors which may disturb ovum transportation, “defec- 
tive development of the tube of postembryonic nature 
seems to be of prevailing importance.” He suggests 


also that various emotions influencing the vegetative 
nervous system may play an important part. 

Frankel and Schenck® suggest that “all ectopic 
pregnancies, tubal or otherwise, occur because of 
nidation of the fertilized ovum in a locus of ectopic 
endometrial tissue to which the ovum is chemotacti- 
cally attracted.” Most investigators regard this as an 
exaggeration but do not deny that it may be a factor 
in a small number of cases. 

There are many differences in opinion as to the 
etiology of ectopic pregnancy. There are obviously 
many factors involved, and it would probably be 
safe to say that each may play a part at one time or 
another. 

PATHOLOGY 


Litzenburg*> summarized ectopic pregnancy ade- 
quately when he stated that ‘every physiologic process 
occurring in intrauterine pregnancy is repeated in 
ectopic pregnancy, but from the moment that the 
ovum penetrates the mucous membrane of the tube, 
every detail is pathologic because the tube is anatomi- 
cally and histologically unsuited for a pregnancy.” 

The ovum implantation may be either columnar or 
intercolumnar, the latter being more common.*° In 
intercolumnar implantation, the ovum burrows into 
the tube wall as it would into normal endometrium, 
but because of the lack of decidua and submucosa 
the process rapidly becomes pathologic. The decidua 
is normally a protective organ in intra-uterine preg- 
nancies. In tubal pregnancies the decidua is not found 
in as great an abundance as in intra-uterine preg- 
nancies. Novak?® states the decidua present in tubes 
is patchy and imperfect. Litzenburg*® says that “in the 
ovum bed there is no decidua, but only occasional 
decidual cells or at most patches, hence the term 
decidua basalis, as in intra-uterine pregnancy, should 
not be used; basalis being a better term.” This ‘‘bas- 
alis” is made of an imperfect layer of decidual cells, 
connective tissue, and muscle cells which are partially 
destroyed by the erosive action of the trophoblast.?° 

A capsularis is also found in tubal pregnancy, but 
it is not true capsularis as in intra-uterine pregnancy. 
The capsularis may contain decidual cells, but they 
are still not near as frequent as in intra-uterine preg- 
nancy. Therefore the term decidua capsularis, as 
decidua basalis, is improper.*° The capsularis may 
consist of tubal mucosa and muscle cells with often 
a fibrinoid layer. 

As the ovum burrows into the tube wall, the basalis 
and capsularis are formed. The ovum’s erosive action 
begins to weaken tissue and penetrate blood: vessels. 
The vessels of the tube muscle are larger than in the 
uterine decidual basalis, and therefore the conse- 
quences are more serious. Hemorrhage into the inter- 
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USE 
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villous spaces may result which, along with the 
enlarging ovum, may place the capsularis externa 
under excessive pressure and cause an external tubal 
rupture. More frequently this hemorrhage may in- 
filtrate the inner ovum capsule and cause an intra- 
tubal rupture. The inner ovum capsule, which is thin 
and eroded, cannot resist the growing ovum or 
hemorrhage as easily as the eroded tube wall; hence, 
intratubal rupture is more common than external 
tubal rupture. 

Tubal pregnancy may terminate in one of several 
ways. 

1. Rupture of the inner ovum capsule with the 
ovum remaining attached to the tubal wall. Bleeding 
will usually continue in this case and trickle into 
the cul-de-sac, forming a hematocele. If the fimbri- 
ated extremity is occluded, however, a hematosalpinx 
may be the result. Litzenburg?® states that this is the 
more common fate of tubal pregnancy, and Eastman’! 
Says it Occurs ten times as often as complete separa- 
tion of the ovum from the tube wall. 

2. Rupture of the inner ovum capsule with sep- 
aration of the ovum from the tube wall. Bleeding in 
this case may continue until the ovum is extruded 
into the peritoneal cavity. It is probably the force of 
the blood which expels the ovum and not the action 
of the tube.** This is the so called tubal abortion 
which Litzenburg** believes may possibly happen but 
is certainly not the general rule. 

3. Tubal rupture. In this case the erosion of the 
trophoblast has weakened the tube wall and opened 
vessels, causing the tube to perforate. Bleeding may 
be slight or profuse. If it occurs between the folds 
of the broad ligament, a hematoma may result. 

4. Broad ligament pregnancy. After tubal rupture 
along the mesosalpingeal border, the early pregnancy 
may be extruded into the broad ligament. If the am- 
nion remains intact and only the peripheral segment 
of the chorion has been traumatized, the dislodged 
embryo survives and may occasionally go to term,** 
although fetal death is the rule. 

5. Secondary abdominal pregnancy. This may 
sometimes occur after tubal rupture when the tropho- 
blast is not entirely extruded and gradually becomes 
weaned from the tube. 

6. Spontaneous regression. This occasionally will 
occur if bleeding is not severe. 

7. Lithopedion formation or mummification. 

8. Tubal hydatidiform mole or chorionepithelioma. 

9. Tubal term pregnancy. In 1953 Frachtman™ 
stated that only 75 cases of tubal pregnancy going to 
term were known. Fetal mortality in those cases was 
80 per cent. 

As can be concluded from the above, if there is 
blood in the abdomen, the tubal pregnancy must 


necessarily have ruptured either externally into the 
peritoneal cavity or internally through the inner ovum 
capsule. Bell and Ingersoll,? Crawford and Hutchin- 
son,’ and Smith*? report 67 per cent, 88 per cent, 
and 89.8 per cent, respectively, of their patients had 
a hemoperitoneum. At Kansas University, 65 (81.25 
per cent) patients were found to have hemoperito- 
neum at surgery. 

The distal third of the tube has been found to be 
the most frequent site of tubal pregnancy. Table V 
illustrates the site of tubal involvement as reported 
by various investigators. 

Of the 80 cases at Kansas University, 78 were 
tubal pregnancies, one was a cornual pregnancy, and 
one was an abdominal pregnancy. 


TABLE V 


SITES OF TUBAL PREGNANCY AS REPORTED BY 
VARIOUS INVESTIGATORS 


Proximal Middle Distal 
Reporter Third Third Third 
Kansas University 15.71% 31.42% 52.85% 
Crawford et al.° 14.00% 39.00% 46.00% 
Priddle et al.™ 15.00% 34.00% 44.00% 
SYMPTOMS 


Most symptoms of ectopic pregnancy can be attrib- 
uted to tubal rupture or rupture of the inner ovum 
capsule. The main part of this discussion will cover 
the classical triad of pain, vaginal bleeding, and 
amenorrhea. 

Pain. This is the most frequent symptom of ectopic 
pregnancy, as most investigators will agree (Table 
VIII). If rupture has not occurred, the pain may be 
mild, intermittent, and localized to one of the lower 
abdominal quadrants. With rupture there is usually 
a sudden onset of sharp, severe, cramping pain 
which may be constant or intermittent. Pain is usually 
more severe on the side of gestation. This pain may 
regress, only to return again, occasionally of a more 
severe nature. It may sometimes be referred to the 
chest, shoulder, umbilicus, flank, rectum, suprapubic 
region, or leg. If the hemorrhage is great there may 
be generalized abdominal pain. Pain may be initiated 
by straining at stool, by any exertion, or while doing 
nothing. Many patients complain of painful bowel 
movements. Dysuria and dyspareunia are occasional 
complaints. 

At Kansas University, 79 (98.75 per cent) patients 
complained of pain. It was located in the same lower 
abdominal quadrant as the gestation in 38 (47.50 per 
cent) patients. Table VI a. and b. gives the descrip- 
tion and location of pain and its frequency in Kansas 
University’s 80 patients. 
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Vaginal Bleeding. Most investigators find this to 
be the second most common symptom of ectopic 
pregnancy (Table VIII). It signifies death of the 
fetus or disturbance of fetal attachment*t and is char- 
acteristically of endometrial origin, having its source 
in the venous channels of the endometrium.** It is 
initiated by separation of the placenta although other 
factors, probably of a hormonal nature, are concerned 
in its continuance for many weeks. Novak and 
Darner®® theorize that “the source of this factor in 
keeping up the bleeding is probably in some un- 
known way associated with the persistence of tropho- 
blastic elements in the tubal wall long after actual 
death of the embryo.” Bleeding is usually spotting in 
amount and may or may not be preceded by amenor- 
thea. Seldom is it profuse. Patients usually describe 
the color as dark although it may occasionally be 
bright red. 

At Kansas University, 72 (90 per cent) patients 
had vaginal bleeding. It was described as spotting by 
47 patients. Eleven patients described the color as 
dark, four as bright red, five as both dark and 
bright red, and three as pink. Descriptions were not 
available from the remaining patients. 

Eastman says that in approximately a third of 
such patients, pain precedes vaginal bleeding, in a 
third vaginal bleeding precedes pain, and in another 
third pain and vaginal bleeding occur simultaneously. 
At Kansas University 26 (32.50 per cent) patients 
described pain as preceding bleeding, 45 (56.25 per 
cent) described bleeding as preceding pain, and 9 
(11.25 per cent) reported bleeding and pain as oc- 
curring simultaneously. 

Amenorrhea. This is generally accepted as the 
third most common symptom of ectopic pregnancy 
(Table VIII). It is, of course, dependent upon the 
survival of the embryo and may therefore be of 
variable duration. Many patients will not have 


amenorrhea since death of the fetus or disturbance 


in fetal attachment may occur before the due period. 
Jones,’® therefore, does not think it wise to place too 
much reliability on its presence or absence. 

At Kansas University, 50 (62.50 per cent) pa- 
tients gave a history of amenorrhea. The average 
duration was 24.14 days, but in the majority of pa- 
tients it lasted two weeks or less (Table VII). 

Nausea and Vomiting. These are probably due to 
peritoneal irritation. Crawford and Hutchinson® re- 
ported 48 per cent of their patients experienced vom- 
iting and 29 per cent nausea. At Kansas University, 
30 (37.50 per cent) patients complained of nausea 
and 28 (35 per cent) of vomiting. 

Fainting and Weakness. Fainting is probably the 
most talked about symptom of ectopic pregnancy. It 
is almost always included in a discussion of the clas- 
sical picture. Crawford and Hutchinson,® however, 


TABLE Via 


PATIENTS’ DESCRIPTION OF PAIN AND FRE- 
QUENCY AT KANSAS UNIVERSITY MEDICAL 
CENTER 


Patients’ Description of Pain Frequency Described 


A. Severe in character 44 

B. Cramping in character 37 

C. Acute in onset 27 

D. Sharp in character 21 

E. Dull in character 6 
TABLE VIb 


LOCATION OF PAIN AND FREQUENCY DESCRIBED 
BY KANSAS UNIVERSITY’S 80 PATIENTS 


Location of Pain Frequency Described 


Same quadrant as gestation 38 
Lower abdomen 26 
Generalized abdominal pain 8 
Epigastric region 4 
Chest 4 
Dysuria 18 
. Pain on bowel movement : 18 
. Shoulder pain 8 
Suprapubic region 8 
Dyspareunia 6 
. Radiated to flank 6 
. Radiated to rectum 5 
. Pain on breathing 4 
. Radiated to umbilicus 3 
. Radiated to leg 2 


found it occurred in only 21 per cent of their pa- 
tients. At Kansas University Medical Center, 17 
(21.25 per cent) patients described a fainting epi- 
sode. Crawford and Hutchinson® stated that 29 per 
cent of their patients complained of weakness. Giv- 
ing this symptom at Kansas University were 23 
(28.75 per cent) patients. 

Urinary Symptoms. Irritation of the peritoneum 
covering the bladder is usually responsible for these 
symptoms. At Kansas University, 12 (15 per cent) 
patients complained of frequency of urination. Other 
urinary symptoms (dysuria and suprapubic pain) 
are mentioned above under the discussion of pain. 

Bowel Symptoms. These symptoms are also due to 
peritoneal irritation by blood. Urge to defecate and 
painful bowel movements, the most outstanding, are 


TABLE VII 


DURATION OF AMENORRHEA OF 50 PATIENTS AT 
THE KANSAS UNIVERSITY MEDICAL CENTER 


Duration of Amenorrhea No. of Patients 


7 days or less 13 
8 through 14 days 13 
15 through 21 days ‘4 
22 through 28 days 6 
29 through 56 days 7 
Over 56 days 4 
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mentioned above. Constipation was mentioned by 
12 (15 per cent) patients at Kansas University. Diar- 
thea was mentioned by four patients. 

Other Symptoms. Tingling of the breasts, tender 
breasts, enlarged breasts, leukorrhea, and shortness 
of breath were mentioned by five, seven, seven, five, 
and two patients, respectively. 


PHYSICAL EXAMINATION 


Abdominal Examination. On palpation of the ab- 
domen, abdominal tenderness is the most frequent 
finding.*: ® #4 45 It may be entirely lacking, moder- 
ate, or severe. Occasionally it may be generalized, but 
frequently it is localized to one side. Rigidity may be 
found, but Word‘ states it will not be present un- 


TABLE VIII 


FREQUENCY OF THE CLASSICAL TRIAD OF 
SYMPTOMS AS REPORTED BY VARIOUS 


INVESTIGATORS 
Investigator Pain Bleeding Amenorrhea 
Kansas University 98.75% 90.00% 62.50% 
Word et al.“ 98.7 88.0 76.4 
Jones” 100.0 50.0 Sore 
Word* 97.8 90.7 62.8 
Torpin® 96.0 92.0 75.0 
Johnson” 93.5 42.3 
Smith” 100.0 59.5 93.7 
Ware, Winston® 98.6 84.0 et 
Crawford, Hutchinson’ 94.0 70.0 75.0 
Bell, Ingersoll? 92.0 83.8 oar 
Bookrajian, Luther* 98.4 73.5 68.0 


less the patient is seen shortly after the initial rup- 
ture. After the initial stage of bleeding has passed, 
the abdomen may become distended and doughy. 
Abdominal palpation may reveal a mass, but this is 
not the general rule. Occasionally percussion may 
reveal flank dullness if there is much blood in the 
abdomen. Table IX illustrates the various abdominal 
findings at Kansas University. 

Pelvic Examination. The findings on pelvic exam- 
ination are frequently of immense value in arriving 
at a diagnosis of ectopic pregnancy. The cervix may 
or may not be soft, may be blue in color, and not 
infrequently is painful on movement. Eastman" rates 
pain on cervical motion as by far the most frequent 
physical finding, but other investigators do not en- 
tirely support this statement.*: 4 45 Pain on cervical 
motion is usually attributed to irritation of the peri- 
toneum by blood, and therefore it is not a specific 
finding of ectopic pregnancy. The uterus is not un- 
commonly enlarged because of the estrogen action 
by the placenta. It may also be pushed to the side by 
the pelvic mass. On examination of the adnexa, a 
mass is commonly found which may or may not be 
tender. The mass is usually soft and elastic but may 
be firm. If there has been bleeding which has reached 


the cul-de-sac, a doughy mass may be found there. 
Table IX illustrates the findings at Kansas Univer- 
sity. 

Temperature. Temperature may be an extremely 
good means of distinguishing ectopic pregnancy from 
pelvic inflammatory disease. Temperature in ectopic 
pregnancy rarely goes over 100 degrees. On rupture it 
may drop, but with absorption of blood it may later 
rise. At Kansas University the temperature range 
was from 96 through 100.6 degrees on admission 
and was over 100 degrees in only two patients. 

Blood Pressure and Pulse. These ate important in 
ectopic pregnancy, mainly to evaluate the patient in 
regard to shock. As might be expected, blood pres- 
sure drops in proportion to suddenness and extent of 
the rupture. Many investigators put much faith on 
pulse as an indication of tubal rupture. At Kansas 
University the pulse rate was over 100 on 27 (33.75 
per cent) patients. The blood pressure was 90 systolic 
or below in 12 patients and 100 systolic or below in 
20 patients. 

Shock. Word** states that many patients go into a 
shock-like state initially with a blood loss of only a 
few ounces. These patients usually recover promptly. 
If, however, bleeding continues rapidly, the patient 
may go into true shock. When the patient goes into 
shock does not necessarily depend upon the amount 
of blood lost but more probably depends upon the 
rapidity of its spill into the peritoneal cavity.4* At 
Kansas University Medical Center, 9 (11.25 per 
cent) patients were in true shock on admission. 


TABLE IX a 


FINDINGS ON ABDOMINAL EXAMINATION OF 
80 CONSECUTIVE CASES AT KANSAS 
UNIVERSITY MEDICAL CENTER 


Finding on Abdominal Examination Frequency Found 


A. Abdominal tenderness 

B. Rebound tenderness 

C. Abdominal mass palpable 13 

D. Abdominal rigidity : 
2 


66 patients 
31 


E. Abdominal distention 
F. Flank dullness 


TABLE IX b 


.FINDINGS ON PELVIC EXAMINATION OF 80 
CONSECUTIVE CASES AT THE KANSAS 
UNIVERSITY MEDICAL CENTER 


Findings on Pelvic Examination Frequency Found 


A. Mass in adnexa 54 patients 
B. Adnexal tenderness 37 
C. Pain on cervical motion 31- 
D. Enlarged uterus 28 
E. Doughy fullness in cul-de-sac 27 
F. Soft cervix 17 
G. Uterus displaced 13 
H. Blue cervix 11 
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DIAGNOSIS 


It must be emphasized that careful history and 
physical examination are extremely important in ar- 
riving at a correct diagnosis of ectopic pregnancy. 
Ectopic pregnancy is notorious for its confusing pic- 
ture and the difficulty it causes the diagnostician. 
Various investigators have reported a correct pre- 
operative diagnosis in 77.5 per cent,** 84.3 per 
cent,® 70.9 per cent, 52 per cent,? and 87.1 per 
cent*® of their patients. 

At Kansas University the preoperative diagnosis 
was correct in 73 (91.25 per cent) patients; how- 
ever, there are undoubtedly a few patients not in- 
cluded in this series who went to surgery with an 
incorrect diagnosis of ectopic pregnancy which would 
lower the percentage of correct preoperative diagno- 
sis. The differential diagnosis usually consists of sal- 
pingitis, uterine abortion, appendicitis, torsion of an 
ovarian cyst, spontaneous rupture of a follicle or 
corpus lutein cyst with intra-abdominal hemorrhage, 
fibroids, and endometriosis. Various diagnostic aids 
will be discussed below. 

Cul-de-sac Aspiration. Many investigators report 
aspiration of the cul-de-sac as a valuable diagnostic 
aid. Word,*® Word et al.,#4 and Winkler and 
Capraro“? report culdocentesis as correct in 90 per 
cent, 92 per cent, and 92 per cent, respectively, of 
their cases. Eastman," however, believes abdominal 
exploration to be safer than culdocentesis. 

A positive culdocentesis is dependent upon extra- 
vasation of blood into the peritoneal cavity from a 
ruptured ectopic pregnancy. This blood clots, and 
the clot is agitated by motion of the patient and the 
intestinal tract. The peritoneum then reacts by ex- 
pressing a transudate that mixes with serum, red 
blood cells, and fibrin from the clot.*5 This mixture 
is the material obtained on aspiration of the cul-de- 
sac. It can be distinguished from venous blood by 
two means: (1) venous blood clots within ten min- 
utes whereas the material resulting from a tubal rup- 
ture will not; (2) if the material resulting from a 
tubal rupture is placed on a slide, flakes of fibrin 
will be seen, which is not true of venous blood. At 
Kansas University, culdocentesis was performed on 
12 of the 80 patients with ectopic pregnancy. It was 
positive in nine cases and negative in three cases. 

Hormonal Pregnancy Tests. There are many views 
on the value of hormonal pregnancy tests as an aid 
in the diagnosis of ectopic pregnancy. The tests are 
positive so long as there is live chorionic tissue grow- 
ing in the genital tract. Of course intra-uterine preg- 
nancy or incomplete abortion, as well as a corpus 
lutein cyst, may give a positive test. Frequently the 
time factor does not allow hormonal tests to aid in 


diagnosis. At Kansas University Medical Center, hor- 
monal tests were performed on 35 patients. Of these 
25 (71.42 per cent) were positive and 10 (28.58 
per cent) were negative. Crawford and Hutchinson® 
as well as Bookrajian and Luther* report 75 per cent 
of their tests as positive. 

Curettage. The decidual reaction of the uterus is 
the same in an ectopic pregnancy as in a normal intra- 
uterine pregnancy. With death of the embryo in ec- 
topic pregnancy, the superficial compact portion of 
the decidua with a considerable portion of spongy 
glandular layer is cast off.?* After separation, this 
decidual tissue may not be expelled from the vagina 
for many days, when it may present as a large, com- 
plete, decidual cast or in smaller portions resembling 
menstruation. After disappearance of the decidua, 
the endometrium immediately begins regenerating.® 
This explains why a curettage may reveal decidual 
tissue, proliferative, or secretory endometrium, de- 
pending upon the embryo’s status. If decidua with- 
out chorionic villi is found on curettage, it may be a 
valuable aid in diagnosing ectopic pregnancy, but it 
is not conclusive. At Kansas University, six patients 
had curettages which revealed one decidua, two pro- 
liferative endometria, and three secretory endometria. 
Eleven patients passed a decidual cast. 

Sedimentation Rate. Bookrajian and Luther‘ be- 
lieve the sedimentation rate to be of little value in 
diagnosing ectopic pregnancy. Word,*® however, 
gives it some value in distinguishing ectopic preg- 
nancy from acute salpingitis. At Kansas University, 
73 sedimentation rates were performed, Table X 
showing the results. 


TABLE X 


RESULTS OF 73 SEDIMENTATION RATES AT 
KANSAS UNIVERSITY MEDICAL CENTER 


Sedimentation Rate (mm./hr.) Number of Cases 


10 or below 8 
11 through 20 26 
21 through 30 33 
Above 30 6 


White Cell Count. Eastman™ believes the white 
count to be of little help in the diagnosis of ectopic 
pregnancy. He states that in cases of old rupture or 
slow leak, the count is likely to be normal, whereas 
after sudden massive hemorrhage it may be over 
15,000. Bookrajian and Luther* report leukocytosis 
to be a rather prominent feature. Smith*’ reported 
an average white count of 10,260, while Crawford 
and Hutchinson® found 90 per cent of their patients 
had white counts of 10,000 or over. At Kansas Uni- 
versity, 40 (50 per cent) patients had white counts 
of 10,000 or more on admission and 15 (18.75 per 
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cent) patients had 15,000 or over. The average white 
count was 10,979. 

Red Cell Count and Hemoglobin. Shortly after 
rupture with severe bleeding, the red count may not 
be significantly altered. When the body fluids have 
had time to dilute the circulating blood, the red cell 
count may be reduced.'? It should also be kept in 
mind that pregnant women may have anemia due to 
other causes. The same general statements also apply 
for hemoglobin. At Kansas University Medical Cen- 
ter, 19 (23.75 per cent) patients had red counts 
below three million, while only three counts were 
below two million. Table XI shows hemoglobin find- 
ings. 

TABLE XI 


RESULTS OF HEMOGLOBIN ON 80 PATIENTS AT 
THE KANSAS UNIVERSITY MEDICAL CENTER 


Hemoglobin in Per Cent No. of Patients 


50 or below 15 
51 through 60 10 
61 through 70 19 
Above 70 36 


Other Aids. Other aids which may be used in eval- 
uating ectopic pregnancy are posterior colpotomy,*° 
hysterosalpingography,”* culdoscopy,** _ peritoneos- 
copy,? oral basal temperatures,** and examination 
under anesthesia. Of these K.U.M.C. performed 
three colpotomies with positive results and nine ex- 
aminations under anesthesia, all of which were help- 
ful in arriving at the diagnosis. Oral temperatures 
were helpful in evaluating a tubal abortion which 
did not require surgery. 


TREATMENT 


In patients who have a ruptured ectopic pregnancy 
and have lost much blood, treatment should be im- 
mediate surgery with simultaneous use of supportive 
measures such as whole blood and oxygen. Pisani*? 
believes the advantages of this are as follows: a low- 
ered mortality rate; the bleeding point is directly 
controlled; early resuscitation and treatment of 
anoxia are achieved; secondary hemorrhage is pre- 
vented; smaller amounts of whole blood are usually 
required; metabolic changes secondary to prolonged 
hemorrhage are prevented; there are fewer post- 
operative complications. Mortality from ectopic preg- 
nancy will be lessened greatly if little time is lost in 
making a correct diagnosis so surgery may be per- 
formed. At K.U.M.C., the average time between ad- 
mission and surgery was 45.26 hours. There was no 
mortality. 

Most investigators believe that surgery should be 


limited to that which is necessary such as a unilateral 
total salpingectomy or salpingo-oophorectomy, par- 
tial hysterectomy, removal of an ectopic pregnancy 
from the pelvic or abdominal cavity, or salpingotomy 
and repair of the involved tube. Table XII presents 
the types of surgery performed at K.U.M.C. 

Campbell® found that those patients who had inci- 
dental surgical procedures did as well, as a group, as 
those who had only specific surgery, but he still sug- 
gested specific surgery only. Word*® says, “If tubal 
pregnancy is unruptured or there is minimal hemor- 
thage, other indicated surgery may be performed, de- 
pending upon the patient’s condition and the good 
judgment and skill of the surgeon.” 

In the suspected case of ectopic pregnancy where 
findings do not warrant a laparotomy, the patient 
should be hospitalized immediately and placed on 
complete bed rest. Blood should be typed and cross 
matched and diagnostic aids such as hormonal tests, 
complete blood count, and urinalysis carried out. 
Hemoglobin, blood pressure, and pulse should be 
watched closely. If, after this, the diagnosis is still in 
question, there are avenues such as culdocentesis, 
curettage, examination under anesthesia, and others 
which may be followed. 

Whole blood is an extremely important part of 
the treatment of ruptured ectopic pregnancy. Some 
investigators, such as Smith** and Bookrajian et al.‘ 
believe shock should be corrected with whole blood 
before any surgery is performed. Pisani** believes 
that transfusions before surgery may raise the blood 
pressure, causing more bleeding, and little is to be 
gained unless surgery is carried out before, during, 
or immediately after blood replacement. Eastman™ 
says, “It is unwise to start operating on a shocked 
woman until blood is actually running into her 
veins.” At K.U.M.C., 66 patients received an aver- 
age of 1,095 cubic centimeters of whole blood be- 
fore, during, or after surgery. 

Ware et al.*! believe that oxygen is important in 
the management of a patient who is in shock or in 
poor condition. They start nasal oxygen immediately 
on admission to the hospital and continue it until 
the patient’s pulse drops and she is in good condi- 
tion. 

The anesthetic of choice for ectopic pregnancy is 
probably cyclopropane with minimal premedication. 
Cyclopropane has a beneficial effect on pulse, blood 
pressure, and peripheral circulation following hemor- 
rhage, and high levels of oxygen can be maintained. 
Ether is probably a poor choice since it dampens 
compensatory responses of the capillary bed. Fifty- 
five patients at K.U.M.C. received cyclopropane as 
the primary agent, 14 had spinals, and nine had 
pentothal with nitrous oxide. Information on the 
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type of anesthesia used was not available on one 


patient. 
TABLE XII 


ANALYSIS OF THE TYPE OF SURGERY DONE 
FOR 80 PATIENTS AT THE KANSAS 
UNIVERSITY MEDICAL CENTER 


Type of Surgery Performed No. of Times Performed 


. Salpingectomy 38 
Salpingo-oophorectomy 20 
Bilateral salpingectomy 2 
Salpingectomy and salpingo-oophorectomy 2 
Salpingectomy and salpingoplasty 1 
Salpingo-oophorectomy, salpingoplasty, and 
appendectomy 
. Salpingoplasty 
. Salpingo-oophorectomy and appendectomy 
Salpingectomy with hysteropexy 
Supracervical hysterectomy and salpingo- 
oophorectomy 
. Total hysterectomy with salpingectomy and 
salpingo-oophorectomy 
. Complete hysterectomy with bilateral 
salpingectomy 2 
. Complete hysterectomy with salpingectomy 2 
. Removal of a foreign body from peritoneum 
with total hysterectomy and salpingectomy 1 
. Exploratory laparotomy 1 
No surgery necessary 1 


NR 


PROGNOSIS 


The mortality of ectopic pregnancy has gradually 
been dropping until today there are many observers, 
such as Crawford et al. and Bell et al.,2 who report 
their mortality as being zero. Leff*+ recently made a 
37-year survey of ectopic pregnancy and found that 
mortality had dropped tremendously. Mortality has 
recently been reported by various investigators as 
0.8 per cent,* 0.4 per cent,*’ 0.4 per cent,’° 0.25 per 
cent,® 1.6 per cent, 2.9 per cent,** and 1.33 per 
cent.” Of the 80 patients at K.U.M.C., there was not 
a single death. Eastman’! believes mortality to be 
due to four factors which are as follows: (1) failure 
of the physician to realize the urgency of the situa- 
tion; (2) delay in hospitalization; (3) delay in sur- 
gery; (4) too late and too little whole blood. 

Once a patient has had an ectopic pregnancy, her 
chances of having another are approximately 30 times 
greater than for the woman who has never had one." 
Various investigators have reported the incidence of 
repeat ectopic pregnancy as 4.05 per cent,® 3 per 
cent,* 14.3 per cent, 4.1 per cent,’® 4 per cent,® 
7 per cent,’ and 3.5 per cent.1° At Kansas University 
Medical Center, 4 (5 per cent) patients had had a 
previous ectopic pregnancy. 

Once a woman has had an ectopic pregnancy, her 
chances of having a future normal pregnancy are 
greatly reduced. Grant,'* after analyzing 259 cases, 
says that after the occurrence of ectopic pregnancy, 


less than a third of the patients will succeed in pro- 
ducing a live baby for the rest of their reproductive 
lives. 

SUMMARY 


1. The history of ectopic pregnancy is briefly re- 
viewed. 

2. The incidence of ectopic pregnancy is increasing 
in direct proportion to the increase in childbirth, 
more frequent use of antibiotics in treating salping- 
itis, and clinicians becoming more aware of the con- 
dition. The colored race and women with sterility 
problems generally show an increased incidence of 
ectopic pregnancy. 

3. Etiology is discussed under the general theory 
that anything which would disturb or delay ovum 
transportation, of which there are many, may cause 
ectopic gestation. At Kansas University Medical Cen- 
ter, salpingitis seemed to play a prominent role. 

4. The pathology of ectopic pregnancy is compared 
to normal intra-uterine pregnancy, and emphasis is 
placed on the fact that ectopic pregnancy is a patho- 
logic process from its beginning. Possible termina- 
tions of tubal gestation are discussed. It was found 
that the distal third of the tube most frequently 
harbored ectopic pregnancy. 

5. Most common symptoms were found to be the 
classical triad of pain, vaginal bleeding, and amenor- 
rhea. These were described in detail, and other minor 
symptoms were mentioned. 

6. Abdominal tenderness, adnexal mass, and ad- 
nexal tenderness were found to be the most frequent 
physical findings. It was found that the temperature 
in ectopic gestation rarely exceeds 100 degrees. 

7. The importance of the history and physical 
examination in the diagnosis of ectopic pregnancy is 
emphasized. It is still a difficult diagnosis and one 
frequently missed. Various diagnostic aids and their 
value are discussed. 

8. The importance of early diagnosis so that sur- 
gety may be instituted is emphasized in the treatment 
of ectopic pregnancy. The value of whole blood in 
lowering the mortality rate is discussed. 

9. The mortality rate of ectopic pregnancy is 
steadily decreasing. Women who have had an ectopic 
pregnancy have a greater than normal chance to 
have another, and their chances for a future normal 
pregnancy are reduced. 
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DOCTORS EVERYWHERE NOW KNOW WHY 


THE VICEROY TIP HAS 
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microscopic analysis of the Viceroy filter 
now know why the Viceroy taste is 
smoother—never rough. Only Viceroy has 
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Minimum Care Unit Established 


A minimum care unit for patients needing only 
minor surgery and treatment was established recently 
by the Hartford, Connecticut, Hospital to relieve a 
shortage of regular hospital beds and to care for 
more patients without increasing the number of 
nurses on duty. The experiment proved successful. 

The original intention, according to Dr. Ernest C. 
Shortliffe, assistant director of the 704-bed hospital, 
was to assign to the unit only patients whose doctors 
had certified that a minimum amount of nursing care 
was required. Later, however, it was decided to run 
an experimental unit of 20 beds for patients whose 
hospital stay was expected to be no longer than six 
days and whose conditions indicated that minimum 
professional nursing care would suffice. This included 
those admitted for diagnosis, minor gynecological 
procedures, and persons requiring daily treatment in 
the department of physical medicine. 

The hospital reports that the plan quickly reduced 
its long list of persons waiting for admission. 


Traffic deaths in 1955 totaled 37,800, according 
to the Travelers Insurance Companies. The injury 
count reached 2,158,000. 
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NOW AVAILABLE... 


a unique new antibiotic 

of major importance 
PROVED EFFECTIVE AGAINST 
SPECIFIC ORGANISMS 


(staphylococei and proteus) 


RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 


(Crystalline Sodium Novobiocing 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis; including strains resistant to all other 


antibiotics. 

DOSAGE—four capsules (one gram) initially €p 

and then two capsules (500 mg.) twice daily. 

SUPPLIED—250 mg. capsules of ‘CatHomy- 
CIN’, bottles of 16. PHILADELPHIA 1, PA 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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ANNOUNCEMENTS 


Annual congress, United States and Canadian Sec- 
tions, International College of Surgeons, Palmer 


House, Chicago, September 9-13. Write Secretariat , 


of the College, 1516 Lake Shore Drive, Chicago 10, 
Illinois. 


Twenty-nine courses in postgraduate medicine of- 
fered by Post-Graduate Medical School, New York 
University, 550 First Avenue, New York 16, New 
York, beginning in September. Courses available in 
surgery, anatomy, anesthesiology, dermatology and 
syphilology, industrial medicine, medicine, neurol- 
ogy, obstetrics and gynecology, ophthalmology, oto- 
rhinolaryngology, physiology, and radiology. 


Mississippi Valley Medical Society meeting, Hotel 
Morrison, Chicago, September 26-28, open to mem- 
bers of A.M.A. Annual meeting of American Medi- 
cal Writers’ Association following, September 28 
and 29. Write Harold Swanberg, M.D., 209 W.C.U. 
Building, Quincy, Illinois. 


Annual meeting, American Rhinologic Society, 
Chicago, October 9-13. Write the Society, 834 Wel- 
lington Avenue, Chicago 14, IIlinois. 


Postgraduate courses on diseases of the chest, 
American College of Chest Physicians, Hotel Knick- 
erbocker, Chicago, October 14-19, and Park-Sheraton 
Hotel, New York City, November 12-16. Tuition 
$75. Write the College, 112 East Chestnut Street, 
Chicago 11, Illinois. 


Course No. 5 sponsored by American College of 
Physicians, “Selected Problems in Internal Medi- 
cine,” University of Oklahoma School of Medicine, 
Oklahoma City. Annual meeting, American College 
of Physicians, Boston, April 8-12, 1957. Write the 
College, 4200 Pine Street, Philadelphia 4, Pennsyl- 
vania. 


National Institute of Neurological Diseases and 


' Blindness, National Institutes of Health, offers train- 


eeships for those who have completed residency 
training or its equivalent in a specialty and desire 
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training for careers as clinical investigators and edu- 
cators in fields of neurological and sensory disorders. 
Write Chief, Extramural Programs, National Insti- 
tute of Neurological Diseases and Blindness, 
Bethesda 14, Maryland. 


Awards of $500, $300, and $200 offered by Amer- 
ican Urological Association for essays on results of 
research in urology. Closing date for entries, Decem- 
ber 1. Write the secretary, 1120 North Charles 
Street, Baltimore. 


National Meeting of Surgeons, Mexico City, Mex- 
ico, November 18-25. Open to members of Interna- 
tional Academy of Proctology, American College of 
Surgeons, American College of Gastroenterology, and 
American Gastroenterological Association. 


BOOK REVIEWS 


Medical Writing. By Henry E. Sigerist, Hans 
Selye, Hugh Clegg, Walter C. Alvarez, and Felix 
Marti-lbanez. Published by MD Publications, Inc., 
New York. 66 pages. 


This book is in no way related to the flood of 
“How to Do It’ volumes now available on every 
skill. It is intended as a presentation of the views on 
medical writing of five men who are themselves dis- 
tinguished authors, and it makes for interesting 
reading. 

Sigerist briefly describes how he writes a paper, 
and then moves on to the doctor's reading. Selye pre- 
sents a discussion on “How Not to Write a Medical 
Paper,” including mention of traps, fallacies, and 
warnings. Clegg, under the title “An Editor’s Preju- 
dices,” speaks of style, the meaning of words, bibli- 
ographies, charts, and tables. 

The budding author will find valuable suggestions 
in the article prepared by Alvarez. It is short, prac- 
tical, and simply written. Ibanez confines himself to 
a discussion of what the physician reads and what he 
should read, defining three “intellectual circles of 
the physician,” reading for recreation, reading for 
improvement, and reading of professional and scien- 
tific material.—P.F. 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 
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| WHAT IS THE. E DIFFERENCE 
BETWEEN A TRANQUILIZER | 
AND A SEDATIVE 


Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


No drug. 


After Raudixin. E. E.G. not altered. 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 


alertness. 
Raudixin acts in the area of the midbrain and diencephalon, and 


does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


Squibb Quality—the Priceless I: ngredient *MAUOIXIN’® 1S A SQUIBB TRADEMARK, 
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Personal Health Record. By Carl A. Dragstedt, 
M.D. Published by Military Service Publications 
Company, Harrisburg, Pennsylvania. 64 pages. Price 
$1.00. 


The author of this little booklet, professor of 
pharmacology at Northwestern University Medical 
School, recorded his idea on the value of a lifetime 
personal health log in a signed editorial in the April 
14 issue of the Journal of the American Medical As- 
sociation. He suggested a record encompassing items 
from family history, vaccinations and~ inoculations, 
diseases and operations, blood pressure, blood cell 
counts, and similar laboratory findings. A patient 
having such a log could present it upon consulting a 
physician or entering a hospital, thereby saving time 
and providing information more accurate and reli- 
able than that reported from memory. 

The booklet designed by Dr. Dragstedt outlines 
space for those items and countless more. Although 
it was suggested as a “cousin” to the traditional baby 
book, it could replace the latter in all but sentimental 
values and add many advantages of its own, serving 
the patient from infancy throughout his lifetime. 
—P.F. 


The Management of Strokes. By Keith W. Shel- 
don, M.D. Published by ]. B. Lippincott Company, 
Philadelphia. 134 pages. Price $3.00. 


This little monograph in the series of “Practition- 
ets’ Pocketbooks’”’ appears to offer little which is new 
in the understanding and treatment of the subject 
which it attempts to review and in many ways is a 
disappointing product of a noble effort. 

Less than 11 of its 134 pages are devoted to the 
treatment of strokes, and even here there is little to 
be found which differs from the treatment needs of 
any bedridden patient—viz., adequate attention to 
sedation, airway, bladder, bowel, fluids, nutrition, 
and early rehabilitation. Much of the book is con- 
sumed with a “differential diagnosis of so-called 
strokes.’’ Even here many of the examples are quite 
remote to the common problem germane to all medi- 
cal practice, and the approach to the differential diag- 


nosis is on a purely academic level. The most striking 


deficit is failure to indicate the total needs of the 
patient who has suffered the stroke, particularly with 
respect to the meaning of this catastrophe to him as 
an individual suddenly removed from the stream of 
productive living, his struggles with recognition and 
acceptance of his incapacities, and the hazards to his 
economic and social life as well as that of his family. 

This book may be of some little use to the medical 
student but offers nothing to the physician most con- 
fronted with the “management of strokes,” namely, 
the general practitioner.—].A.S. 


An opportunity to see three medical movies made 
in Russia was available to physicians who attended 
the American Medical Association session in Chicago 
last month. The films were selected for showing from 
a group of 10 productions of the Academy of Medical 
Science, U.S.S.R., recently exchanged for 10 medical 
films produced in this country. 


CLASSIFIED ADVERTISEMENTS 


GENERAL PRACTITIONER WANTED—Large trade 
area 60 miles Wichita, 17 miles Winfield. Community will 
provide funds for small clinic and equipment. Former doctor 
deceased. Chamber of Commerce, Burden, Kansas. 


WANTED—Full time physician. Medical Service, Veterans 
Administration Hospital, Wichita, Kansas. Contact Director, 
Professional Services. 


FOR QUICK SALE-—Nearly new white steel examining 
table, stool, adjustable light, waste hopper, hyfrecator, Dan- 
iels tonsillotome, eye magnet, obstetric calipers and stetho- 
scope, stzinless steel scissors and forceps, enamel pans, 
glass jars, electric hemoglobinometer, blood sugar and sedi- 
mentation kits. Make offer. Write the JourNaL 7-56. 


WANTED—Medical technician, registered, for office in 
central Kansas. Write the JournaL 8-56. 


OPENING FOR TWO RESIDENTS IN RADIOLOGY at 
University of Kansas Medical Center. Write G. M. Tice, 
M.D., University of Kansas Medical Center, 39th and Rain- 
bow, Kansas City 12, Kansas. 


FOR SALE—Complete office furniture and equipment, 
three years old, excellent condition, priced to sell. Write the 
JourNAL 9-56. 


organomercurial diuretics 
“..permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 
which has occasionally been 
known to cause serious 
malnutrition. 

*Modell, W.: The Relief of Symptoms, Phil- 


adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 
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KARO’ SYRUP ...meets the need 
for individualized infant formulas 


In meeting the nutritional needs of 
formula-fed infants, the methods used 
are dependent upon the digestive 
capacity and tolerance of each infant. 

But, whether the formula calls for 
sweet, acid, evaporated, dried or pro- 
tein milk—Karo syrup meets the need 
for a well-tolerated and easily di- 
gested source of carbohydrate. This 
fluid mixture of dextrins, maltose 
and dextrose is completely utilized 
without inducing flatulence, colic, 
fermentation or allergy. 

Either light or dark Karo may be 
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used in prescribing formulas for in- 
fants because of equivalent digestive 
and nutritive values. Each fluid ounce 
(2 tablespoonfuls) yields 120 calories. 

Mothers will appreciate the ease of 
making formulas with Karo syrup... 
as well as its ready availability and 
economy. 


+ 50th ANNIVERSARY 1956 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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County Society Activities 


Activities sponsored by the nation’s county medical 
societies ran the gamut from alcoholism control to 
venereal disease detection during 1954-1955, accord- 
ing to a survey made by the American Medical Asso- 
ciation. Replies to a questionnaire were received from 
64 per cent of the societies in the United States and i 
its territories. 

The survey showed that the importance of county 
society scientific programs has been minimized by 
the increasing number of specialty society, postgrad- 
uate, and hospital staff meetings. Socio-economic as- 
pects of medicine, however, are becoming increasingly 
important as meeting topics. Larger societies showed 
the greatest increase in attendance, but smaller socie- 
ties enjoyed the highest percentage of attendance. 

Most groups use special committees for providing 
service to members and to the public. The names of 
the committees indicate the following interests: eth- 
ics, grievances, telephone answering service, emer- 
gency calls, collection bureaus, physician assistance 
programs, hospital relations, liaison with voluntary 
health organizations, public health, school health, 
and mental health. 

Medical societies are recognizing a growing need 
to interpret medical services to the layman, usually 
in the form of speakers bureaus. Other activities in- 
cluded health forums, state and county fair exhibits, 
and sponsorship of health days, radio programs, and 
television programs. 

In the field of programs sponsored by voluntary 
and governmental agencies, county societies also par- 
ticipate. Most prevalent are indigent care programs. 
Also listed are cancer control, diabetes detection, tu- 
berculosis control, blood bank plans, health examina- 
tions, venereal disease control, multiple screening 
programs, school health, safety programs, and rheu- 
matic fever control. 

A direct relationship between size of society and 
amounts of its dues was noted in the survey. Forty- 
three of the 68 societies reporting dues of more than 
$40 have more than 100 members. The largest num- 
ber of societies reported dues of $5.00 or less, but 
90 per cent of that group have fewer than 100 mem- 
bers. 


Dr. Dwight H. Murray, Napa, California, who 
took office as president of the American Medical 
Association in June, will be followed in office by 
Dr. David B. Ailman, Atlantic City. Dr. Allman has 
been a member of the Board of Trustees of the 
A.M.A. since 1951. 


Three out of four traffic accidents happen in clear 
weather on dry roads. 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 

@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. (i) 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 
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1925—1 suit filed per 65 policyholders 
1935—t1 suit filed per 86 policyholders 
1945—1 suit filed per 222 policyholders 
1955—1 suit filed per 227 policyholders 


POLIOMYELITIS 
IMMUNE GLOBULIN 


‘(human) 


since 1899. ; 
For the modification of 
measles and the prevention 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 


or attenuation of infectious 
hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company 


PEARL RIVER, NEW YORK 


< a 
® 
Trasentine-Phenobarbital 
integrated relief... TABLETS (yellow, coated), each containing 
Summit, N. J. mucosal analgesia asezeem 
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It's Convenient to Buy 


KANOX 
High 
Purity 
Oxygen 


_ KANSAS OXYGEN INC. 


BX. 551, HUTCHINSON, KANS. 


Relax the best way 
... pause for Coke 


continuous quality 
is quality you trust 
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Ww. E. ISLE co. 
1121 GRAND AVE. 
KANSAS CITY, MO.| 


TRUSSES 


--- Accurately fitted to assure complete 
protection and greatest possible comfort 


SECOND FLCOR TELEPHONE VICTOR 2350 
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Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


The Merchants 
Finance Corporation, Inc. 
Announces: 


A service to aid physicians and hospitals 
to rapidly liquidate siow-paying and past-due 
accounts at a very low cost. 

We go beyond the conventionalized method 
and offer the debtors a constructive plan to 
discharge their debts. You are invited to 
participate in its benefits. 


Full Details Readily Supplied 


Merchants Finance Corporation, Inc. 
Bennett Bidg., Ottawa, Kansas 
A Kansas Corporation 


Quality of Service to the doctors 
determines the true worth of an 
Insurance Plan. 


Nearly 80 per cent of eligible 
Kansas Medical Society members 
are insured under the Washington 
National Plan. 


Hundreds of claims have been 
paid with not one having been re- 
ferred to the Insurance Commit- 
tee for arbitration. 


FIRST INSURANCE AGENCY 


1008 Oakley Topeka, Kans. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Huil, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 
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Our New Location 


Medical Arts Building 
Tenth and Horne Sts. 
Topeka, Kansas 


Across the Street From 
Stormont-Vail Hospital 


Retail Store—1st Floor 
Physicians and Hospital 
Supply Store in the Basement 


Munns Medical Supply Co. 


Telephone 5-5383 


Deformity Appliances 
of Quality 


Orthopedic and Surgical 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


P Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


PERSPIRATION PROOF 
Insoles do not crack or curl 
from perspiration* 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 

© The patented arch support construction is guaran- 
teed not to break down. 

* Innersoles guaranteed not to crack or collapse. 

@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

® We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free book!et, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Compaen Wis. 
A Division of M 
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patients 
with moderately 
severe and severe 
cardiac failure, 
neohydrin 
is the oral diuretic 


of choice,’’* 


*Moyer, J. H., and others: 
J. Chronic Dis. 2:670, 1955. 
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SECLUSION MATERNITY 
FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 3 


Private sanitarium with 
charge. Folder fully de- 
Write for information _ scribing o,! 
on request. en- 
HELEN AMOS trance advised. 
4911 East 27th St. 


122 South St. Francis Street 


Rates reasonable. In 
City, Mo. certain cases work given 
Phone: WA. 3-3577. to reduce expenses. 


Phone 2-0582 Wichita, Kansas 


Surgical Supports, Deformity 
Braces, Trusses, Polio Splints, 
Elastic Hose 


Wheel Chairs—Hospital Beds—Invalid Walk- 
ers—Sick Room Equipment 


* PETRO'S SURGICAL AND x 
ORTHOPEDIC APPLIANCES | 


618-20 Quincy Topeka, Kans. Phone 40207 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x k * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


THE MENNINGER 
CHILDREN’S CLINIC 


THE SOUTHARD SCHOOL 


Intensive individual psychotherapy in a res- 


idential school, for children of elementary 
school age with emotional and behavior 
problems. 


Outpatient psychiatric and neurologic 
evaluation and consultation for infants 
and children to eighteen years. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION | 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas; Telephone 3.6494 


For complete gall bladder regimen... 


A single COLICELL tablet is more effective 
for a longer period and is carefully coated to 
prevent gastric disturbance. In bottles of 100 
and 1000 tablets. 


SAMPLES AND LITERATURE ON REQUEST 


a SUTLIFF & CASE COMPANY, INC. 


Each Tite-Coat Red Tablet Contains: 
Extracts of Whole Bile (Equal parts Ox and Hog) 210.0 mg. 


Ketocholanic Acids (Oxidized or keto form of nor- 
mally occurring bile acids containing approximately 
93% dehydrocholic acid). 90.0 mg. 


Pharmaceutical Specialties + PEORIA, ILLINOIS Methyl 130.0 mg. 
Homatropine 2:5 mg. 
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BETTER 


results are obtained 

with STERANE'—83 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.’ 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...” 


in bronchial asthma 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

8. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 


Division, Chas, Pfizer & Co., Inc. 
Brooklyn 6, New York 


| 
| 
f 
: 
| 


the Emblems of RELIABLE PROTECTION 


We cordially invite your inquiry 
for application for membership 
which affords protection against 
loss of income from accident and 
sickness as well as benefits for 
hospital expenses for you and 


all your dependents. 


Atl 


COME FROM 60 T0 


$4,500,000 ASSETS 


$23.800.000 PAID FOR BENEFITS 


SINCE ORGANIZATION 


- Since 1902 


PHYSICIANS CASUALTY 
AND 

HEALTH ASSOCIATIONS 
OMAHA 2, NEBRASKA 
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Opening 
for Two Residents in 
Radiology 
Write G. M. Tice, M.D. 
Department of Radiology 


University of Kansas Medical Center 
Kansas City 12, Kansas 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 
PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococci and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystalline Sodium Novoblocin 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY —generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis, including strains resistant to all other 
antibiotics. 


DOSAGE—four capsules (one gram) initially mQo) 
and then two capsules (500 mg.) twice daily. 


SUPPLIED—250 mg. capsules of ‘CatHomy- MERCK SHARP 


CIN’, bottles of 16. PHILADELPHIA 1, PA. 
‘CATHOMYCIN’ is a@ trademark of Merck & Co., Inc. 


‘ 
SODIUM 
| 


physical sluggishness... 


decreased mental 


and emotional control... 


decreased function 


in various organ 


systems 


In many of the clinical problems caused by Metabolic 
Insufficiency you will see positive improvement within several days. 
This is because ‘Cytomel’ stimulates metabolism at 
the cellular level, 


5 meg. and 25 mcg. (scored) tablets 


a new agent for treatment of 
Metabolic Insufficiency 
Smith, Kline & French Laboratories, Philadelphia 
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*Trademark for 
L-triiodothyronine, S.K.F. 


